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VERBAL DISCLOSURE OF HIGHLY  

CONFIDENTIAL HEALTH INFORMATION 
 

 
Patient Name  

 
Date of Birth  

 
Medical Record Number  
 

 
I hereby authorize that highly confidential health information regarding the above-named person be 
discussed with the following person(s): 
 
 
Person: Telephone Number:  
 
Relationship to Patient:  
 
 
Person: Telephone Number:  
 
Relationship to Patient:  
 
This information includes: 

◻ Mental Illness/Behavioral Health  
◻ HIV or AIDS testing or treatment  
◻ Substance Abuse 
◻ Sexually Transmitted Disease 
◻ Other, please specify:  _______________________________________________________ 

 
This authorization permits the disclosure of highly confidential health information that includes but is not 
limited to test results, diagnosis, treatment and billing information.  Highly confidential health information 
includes mental illness or developmental disability, psychotherapy notes, HIV or AIDS testing or treatment 
(including information regarding test ordering, performance or results, regardless if the results were 
positive or negative), sexually transmitted disease, substance abuse, abuse of an adult with a disability, 
sexual assault, child abuse or neglect, genetic testing. 
 
This authorization will remain in effect unless changed by me while I am a patient of Dreyer Clinic, Inc.  It 
is my responsibility to notify Dreyer Clinic, Inc. in writing of any changes and to complete a new form. 
 

    _  
Signature of Patient Date 
 
     _     _  
Signature of Parent/Legal Guardian/Personal Representative  
(Required if Patient is not legally authorized to sign Authorization) 
 
   _      .  
Relationship to Patient 
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Witness 
 

WHO MAY AUTHORIZE RELEASE 
 

Mental Health: 
 

1. A patient, 12 years old or older. 
2. The parent or guardian of patient under 12 years old. 
3. The parent or guardian of a patient who is at least 12 years old but under 18 years old, if the 

patient is informed and does not object or if the therapist finds that there is no compelling reason 
for denying the access.  A parent or guardian who is denied access may petition the court for 
access to the record.  In addition, not withstanding the above, a parent or guardian of a patient who 
is at least 12 years old but under 18 years old may request and receive the following information: 
current physical and mental condition, diagnosis, treatment needs, services provided and services 
needed, including medication, if any. 

4. The guardian of a patient who is 18 years old or older. 
5. An attorney or guardian ad litem representing a minor age 12 or older in a judicial or 

administrative proceeding, as long as the attorney or guardian has a court order allowing access to 
the patient’s mental health record. 

6. An agent holding a patient’s power of attorney for health care or property when the power of 
attorney authorizes the access to the patient’s records. 

 
Substance Abuse/Treatment and HIV and/or AIDS: 
 

1. Minor (if minor consented to treatment) 
2. Parent 
3. Guardian 
4. Agent under Power of Attorney for Health Care 
5. Health Care Surrogate 
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