A LIFE BEYOND RECOVERY
Release of Information (ROI) Form
Confidentiality Protected by Federal Law (42 CFR Part 2 and HIPAA)

Client Information
Client Name: 									Date of Birth: 			
Phone Number: 						SSN: 						
Purpose of this Release
I, the undersigned client, authorize A Life Beyond Recovery to disclose and/or receive the specific information indicated below for the purpose(s) of:
☐ Coordinating treatment and care
☐ Case management
☐ Legal/court compliance
☐ Emergency contact
☐ Other: 						
Information to Be Disclosed
I authorize the release of the following information (check all that apply):
☐ Verification of residence
☐ Attendance and participation
☐ Progress and compliance updates
☐ Drug/alcohol screening results
☐ Treatment plans and summaries
☐ Medical/psychiatric information
☐ Discharge/aftercare plans
☐ Other: 						
Parties Authorized to Exchange Information
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From/To:
A Life Beyond Recovery
Address: 24 US Highway 63; Thayer, MO 65791
Phone: 						
And:
Individual/Agency Name: 				
Address: 						
Phone/Fax/Email: 					 

Confidentiality Notice
The information disclosed may be protected under the Federal Regulations 42 CFR Part 2 and the Health Insurance Portability and Accountability Act (HIPAA). Federal law prohibits further disclosure of this information without specific written consent of the person to whom it pertains or as otherwise permitted by law.


I understand that:
- My records are protected and cannot be disclosed without my written consent.
- I may revoke this consent at any time by submitting a written notice, except to the extent that action has already been taken.
- Refusal to sign this form will not affect my ability to receive services unless such disclosure is necessary for treatment coordination or participation requirements.
- This authorization will expire on: 				 (not to exceed 1 year from the date of signing), unless otherwise revoked earlier.
Client Consent
Client Signature: 							Date: 				
Client Printed Name: 											
Witness Signature: 							Date: 				
Witness Printed Name: 										
Revocation of Consent (if applicable)
I hereby revoke my consent to release information as of this date: 					

Client Signature: 											

Staff Signature: 											







A Life Beyond Recovery
Confidential Records Department
This form must be filed in the client’s confidential record.

