AUTHORIZATION   FOR   RELEASE   OF  RECORDS   OR   INFORMATION
CITY  OF  PHILADELPHIA

DEPARTMENT   OF   HUMAN   SERVICES

CHILDREN  AND  YOUTH  AGENCY

MEDICAL  RECORDS  DEPARTMENT

HOSPITAL OR AGENCY
NAME OF CLIENT



     
     

ADDRESS
BIRTHDATE



     
     


DATES OF TREATMENT




     

         This form authorizes 
     
to release or

(Name of hospital or facility)

         disclose to Philadelphia County Children and Youth Agency the following information:


     



(Must be specific)



     



     



For the purpose of
     



(Must be specific)



     



     



The undersigned have been informed that they have the right to revoke consent at any time by oral and written request.  The authorization is therefore subject to revocation except to the extent that action has been taken in reliance on the authorization.



The authorization is valid beginning on
     
and for 30 days, ending on



     
.



The undersigned have been informed of their right, subject to Section 7100.111.3 of the Pennsylvania Mental Health Procedures Act and subject to the Pennsylvania Drug and Alcohol Abuse Control Act, to inspect the material to be released.

This form has been fully explained, and I understand its content.


SIGNATURE OF CLIENT OVER 13 YEARS OLD
DATE



     
     

SIGNATURE OF PARENT OR PERSON AUTHORIZED IN LIEU OF PARENT
DATE



     
     

RELATIONSHIP TO CLIENT

     

WITNESSED BY
TITLE
DATE

     
     
     

Verbal Consent:  If the client or parent is unable to provide a signature, the following two witnesses attest that the client or parent understood the nature of this release and freely gave verbal consent,



Verbal consent was freely given by
     


on
     
as witnessed by
     








SIGNATURE OF WITNESS

DATE



     

TITLE OR RELATIONSHIP
DATE



     
     

SIGNATURE OF WITNESS

     

TITLE OR RELATIONSHIP
DATE
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