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MONROE COUNTY INTERMEDIATE SCHOOL DISTRICT
1101 S. Raisinville Road

Monroe, Michigan 48161

734-242-5799 x 1200/1210  FAX 734-322-2660

www.misd.k12.mi.us
AUTHORIZATION FOR USE AND DISCLOSURE OF 
PSYCHOTHERAPY NOTES

Please print all information clearly: 
I authorize the use and disclosure of my psychotherapy notes as described below. 

Patient Name: __________________________________    DOB: 

Home Address: 

I authorize __________________________________ to disclose my psychotherapy notes, to the following person(s) or entities: 

Entity: _________________________________________________
Contact Name: __________________________________________ 

Address________________________________________________ 
City, State and Zip Code __________________________________  Phone: 

Purpose for disclosure: 

What Information is Being Released: This Form is to authorize the use and disclosure of your psychotherapy notes to the person or entity that you named. Because of the highly sensitive nature of psychotherapy notes, federal law requires this special individual authorization. Psychotherapy notes include, but are not necessarily limited to, notes taken by your psychotherapist in the course of or relating to your diagnosis or treatment. If you want to also release other Protected Health Information, then you will need to complete an Individual Authorization Form.

I understand I have the right to revoke this authorization at any time and that I must present such revocation in writing to the authorized party. I understand that a revocation will not apply to information already released under this authorization.  

This authorization will expire on the following date, event or condition: 
____________________

_______________________.  (If I fail to specify, this authorization will expire in six months from the date appearing at the bottom of this form.) I understand that this information may be subject to re-disclosure by the recipient and may then no longer be protected.  I understand that my treatment, payment, enrollment or eligibility for benefits can not be conditioned upon this authorization. 

________________________________________________________________________

(Printed name of adult member, parent on behalf of minor or legal representative)

_______________________________________________ Date: ___________________

(Signature of adult member, parent on behalf of minor, as applicable, and date)

_______________________________________________ Date: ___________________

(Signature of legal representative, if applicable, and date)

If a legal representative signs on behalf of the individual, a copy of the legal representative’s authority must be attached to this form (e.g. Health Care Power of Attorney, Executor/Administrator of an estate)
______________________________________________________       ____________________

Signature 
Date

YOU ARE ENTITLED TO A COPY OF THIS RELEASE
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