Jarod T. Giger, LCSW

Therapy, Consultation & Supervision for Licensure

121 North Brentwood Boulevard
St. Louis, MO 63105
website:
314-494-8832 office

Dbt

Dialectical Behavior Therapy

Authorization for Disclosure of Consumer Medical/Health Information

1, (client) authorize and request JARODGIGER, LLC
disclose/release the below specified information of (client) , (date
of birth): , (social security number) , who
received services from (date) to (date) to (Identify

those whom you wish to have information released)

The purposes of this disclosure are continuity of services/care and the gathering of collateral information. The

specific information to be disclosed is all clinically relevant information.

1. READ CAREFULLY: I understand that my medical/health information records are confidential. I
understand that by signing this authotization, I am allowing the release of my medical/health information.
The protected health information (PHI) in my medical records includes mental/behavioral information. In
addition, it may include information relating to sexually transmitted diseases, acquired immunodeficiency
syndrome, human immunodeficiency virus, other communicable diseases, and/or alcohol/drug abuse.

2. Alcohol and drug abuse information records are specifically protected by federal regulations and by signing
this authorization without restrictions I am allowing the release of any alcohol and/or drug information
records (if any) to the agency or person specified above. Please sign if you are authorizing the release of
alcohol and drug abuse information: (client)

3. This authorization includes both information presently compiled and information to be compiled during the
course of treatment at the above-named business during the specified time frame.

4. 'This authorization becomes effective on (date). This authorization automatically
expires on the following date, event or special condition

5. If1 fail to specify an expiration date, this authorization will expite in one year.
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I understand that I have the right to revoke this authorization at any time. I understand that if I revoke this
authorization I must do so in writing and present my written provocation to JARODGIGER, LLC. I
further understand that action already taken based on this authorization, prior revocation, will not be

affected.

I understand that I have the right to receive a copy of this authorization. A copy of this authotization is as
valid as the original.

I understand that authorizing the disclosure of this medical/health information is voluntary. I can refuse to
sign this authorization. I need not sign this form in order to assure treatment. I understand that I may
request to inspect or request a copy of information to be used or disclosed. I understand that any disclosure
of information carries with the potential for an unauthorized redisclosure and the information may not be
protected by federal confidentiality rules. If I have questions about disclosure of my medical/health
information, I can contact JARODGIGER, LLC.

My signature below acknowledges that I have read, understand, and authorize the release of my PHI.

Signature of Client: X) Date:

Signature of Witness: X) Date:

Jarod T. Giger, MSW, LCSW, Manager/Member

Signature of Parent/Legal

Guardian/Representative: (X) Date:
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