 d AUTHORIZATION FOR RELEASE OF INFORMATION (ROI)
Valley. VBH ID:
S Date of Birth:
Client Name: Other Names Used:
Address: City: State: Zip:

Phone #: Email:

I authorize Valley Behavioral Health to release my records to the following person or types of people:
Name or Agency:
Phone #: Fax #: Email:
Address: City: State: Zip:

Expiration*: [] 1 year from date signed [] One time disclosure
[] Other (date/event/condition):

*If this disclosure is being made to a member of the criminal justice system as part of a Part 2 court-ordered treatment, this expiration period must be
reasonable considering the length of treatment, the type of criminal proceeding, and other factors deemed relevant by the member of the criminal justice
system.

Method of Delivery: [] Email [] Pick-up (by appointment only) []Mail [] Fax

This authorization is for (choose 1): [] 2-way verbal communication
[] Release Records (current/future use)
(Send Records Now []yes)

Purpose of request: [] Legal [] Personal [] Other (must specify)

Release the following information:
Mental Health: []Assessment []Care Plan []Individual Therapy Notes []Medical Team Notes
[]Billing Records []Other (must specify)
Substance Use Disorder: []Assessment []Care Plan []Individual Therapy Notes []Medical Team Notes
[IBilling Records []Other (must specify)

Dates of Service to be Released: []All Dates []Specific Date Range

| understand:

e | understand that the information to be released may include reference to sensitive information related to drug or alcohol use
treatment which may be federally protected under 42 CFR Part 2. By checking the boxes related to this information, this
disclosure will reveal my presence as a client of Valley Behavioral Health and that | am receiving this type of treatment.

e  Once Valley Behavioral Health discloses my health information by my request, it cannot guarantee the Recipient will not re-
disclose my health information to a third party. The third party may not be required to abide by federal and state law governing
the use and disclosure of my health information. Valley Behavioral Health does not re-disclose PHI received from third-party
providers, entities, and/or agencies except where required by law.

e Valley Behavioral Health will not condition treatment, payment, enrollment, or eligibility for benefits on whether I sign this
Authorization.

e | may inspect, request, or copy any information used or disclosed under this Authorization. If | have questions about disclosures
of my health information, | can contact Valley Behavioral Health’s Medical Records department.

e | have the right to revoke this authorization in writing at any time to medicalrecords@valleycares.com, except to the extent that
(1) action has been taken in reliance upon it; or (2) the authorization is made as a condition for obtaining insurance coverage
and the insurer has a legal right to contest a claim under the policy.
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e Notwithstanding the above, if this authorization is for a Part 2 court-ordered treatment, it is revocable upon the passage of a
specified amount of time or the occurrence of a specified, ascertainable event not to extend beyond final disposition of the
action or conditional release.

| further consent to, and agree, that any electronic signatures by me are valid and enforceable as if | signed
in person.

Signature of Client or Personal Representative Date

Printed Name of Representative Relationship to Client

Staff Signature Date

VBH Medical Records Contact Information: P: 801-273-6425, F: 385-388-8670, medicalrecords@valleycares.com V2.2026
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