
​ · AUTHORIZATION FOR USE OF DISCLOSURE
​ OF PROTECTED HEALTH INFORMATION ·

​
​ Jenny Savitz-Smith, Ph.D., LPC

​ 2016 Assembly Street · Columbia · SC 29201
​ Phone: 803-254-4460, ext. 2  ·  Fax: 803-771-7666

​

I authorize my Licensed Professional Counselor and/or administrative and clinical staff to (check
all that apply):

use the following protected health information, and/or

disclose the following protected health information to [Name of entity]:

Type of information to be released:

Dates of service Type of service

Origin of information x Level of detail to be released Any info needed

Results of testing Diagnosis

Symptoms Prognosis

Mental Functioning

This protected health information is being used or disclosed for the following purposes:

At the request of the individual or parent

Continuity of care

This authorization shall be in force and effect until ___________ at which time this authorization
to use or disclose this protected health information expires.

I understand that I have the right to revoke this authorization, in writing, at any time by sending
such written notification to the practice’s Privacy Contact at 2016 Assembly Street, Columbia,
South Carolina 29201. I understand that a revocation is not effective to the extent that my
counselor has relied on the use or disclosure of the protected health information or if my
authorization was obtained as a condition of obtaining insurance coverage and the insurer has a
legal right to contest a claim.



I understand that information used or disclosed pursuant to this authorization may be disclosed by
the recipient and may no longer be protected by federal or state law.

My counselor will not condition my treatment, payment, enrollment in a health plan or eligibility
for benefits (if applicable) on whether I provide authorization for the requested use or disclosure
except (1) if my treatment is related to research, or (2) health care services are provided to me
solely for the purpose of creating protected health information for disclosure to a third party.

The use or disclosure requested under this authorization will result in direct or indirect
remuneration to my counselor from a third party.

Signature of Patient or Personal Representative

Date

Print Name of Patient or Personal Representative

Description of Personal Representative’s Authority

Witness Date

Copy of this form provided to the patient.


