
      
 

 
 

 
Behavioral Health Department 

 
Release of Information Form – Instructions 

 

  
In order for your provider or our Department to release information to another party, we need to 
obtain your written permission. The attached form is used for this purpose. 
 
Please complete this form, and return it to us in person, by mail, or by fax. 
 

Our mailing address is: 444 NW Elks Dr., Corvallis, OR 97330  
 
Our confidential fax number is: 541-768-2353 

 
If you have any questions about the form, please call us during regular business hours (Monday to 
Friday from 8am to 5pm, excluding holidays) at 541-754-1288. 
 
 

  

  

  

  

  

  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

AAUUTTHHOORRIIZZAATTIIOONN  FFOORR  RREELLEEAASSEE  OOFF  CCOONNFFIIDDEENNTTIIAALL  IINNFFOORRMMAATTIIOONN  
FFoorr  tthhee  BBeehhaavviioorraall  HHeeaalltthh  DDeeppaarrttmmeenntt  ooff  TThhee  CCoorrvvaalllliiss  CClliinniicc,,  PP..CC..,,  444444  NNWW  EEllkkss  DDrriivvee,,  CCoorrvvaalllliiss  OORR  9977333300  

  

EENNTT 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

I HAVE REVIEWED THIS AUTHORIZATION AND UNDERSTAND IT OR HAVE REQUESTED FURTHER EXPLANATION AND AM 
SATISFIED WITH THE EXPLANATION PROVIDED. 

  

                 
Signature of Patient or Personal Representative      Date 
 
           
Description of Personal Representative (i.e. Parent, Guardian, Power of Attorney) 
 

The Behavioral Health Department of The Corvallis Clinic, P.C.; 444 NW Elks Drive, Corvallis OR 97330 (541) 754-1288   FAX # (541) 768-2353 

  

  
 
 

IINNFFOORRMMAATTIIOONN  TTOO  BBEE  RREELLEEAASSEEDD  IInniittiiaall  eeaacchh  ccaatteeggoorryy  ooff  iinnffoorrmmaattiioonn  ttoo  bbee  rreelleeaasseedd..  TThhoossee  nnoott  iinniittiiaalleedd  wwiillll  nnoott  bbee  rreelleeaasseedd..    
 

         Mental Health Information, including diagnosis and treatment     

                             Drug and/or alcohol use, or treatment information               

       Medical records including diagnoses, treatment & medications    Initials required for each  

       School transcripts, educational testing and behavioral records    category to be released 

                                                                             Psychological testing    

                                Other:                 

I understand that any alcohol and/or drug treatment records are protected under federal and state regulations, governing 
Confidentiality of Alcohol and Drug Abuse Patient Records, and cannot be disclosed without my signed authorization above 
unless otherwise provided for in the regulations.  

                

PPLLEEAASSEE  BBEE  AADDVVIISSEEDD  

1.   You may refuse to sign this authorization; 
2.   We cannot deny our services or treatment to you if you refuse to make this signed authorization;  
3.   You have the right to inspect a copy of the protected health information to be used or disclosed;  
4.   We must provide you with a copy of the signed authorization; and 
5.   Once information is disclosed, it may be re-disclosed by the recipient without the knowledge or consent of The Corvallis 
         Clinic or you, and may not be protected by Federal privacy regulations. 

 

        RREEAADD  AANNDD  UUNNDDEERRSSTTOOOODD       Initials Required 

 

RREEVVOOCCAATTIIOONN  aanndd  EEXXPPIIRRAATTIIOONN  

You may revoke this Authorization at any time by submitting your request in writing to the attention of the Patient Advocate of 
The Corvallis Clinic, P.C., 444 NW Elks Drive, Corvallis, Oregon, 97330, (541) 758-2730, and except to the extent that we have 
used or disclosed information.  Unless revoked earlier or otherwise indicated below, this Authorization will expire 1 year from 

the date of signing.             Specify date or event that this authorization expires:         
 
         

RREEAADD  AANNDD  UUNNDDEERRSSTTOOOODD    Initials Required       

 

AAUUTTHHOORRIIZZAATTIIOONN  
I hereby authorize  _____________                                      , of THE CORVALLIS CLINIC, P.C. to use and disclose the 
specific protected health information described below, regarding:  

 

PATIENT NAME                                                                            DATE OF BIRTH       
          

AAss  iiss  nneecceessssaarryy  ttoo::   Release information to:             PPuurrppoossee  ffoorr  RReelleeaassee::    Coordination of care  
(Check one or both)  Receive information from:      (Check one)    Change of provider  

                 Self  
                                                                                        Assist Evaluation 
Recipient (person or organization that will receive or release your information)     Other ___________ 
            Scheduling 

                                                                    
Street Address      City      State   Zip 

        

FFAAXX  TTRRAANNSSMMIITTTTAALLSS  

I understand that all faxed information will contain a confidentiality statement and instructions for returning misdirected 
information. I also understand that confidentiality cannot be guaranteed on the receiving end of a fax transmittal. I specifically 
give authorization to FAX my behavioral health information. 
 

     

               RREEAADD  AANNDD  UUNNDDEERRSSTTOOOODD    Initials Required      

    
 

 
From: Chip Colby  
Sent: Friday, May 12, 2006 9:13 AM 

To: Tia Goodwin 
Subject: Expiration & Revocation 
 

These are required components per current Oregon law; however, they don’t need to be in the manner that they are on the current form.   

 

 Expiration need only be stated for the whole record, not individual sections, and can be as simple as this: 

 


