AUTHORIZATION FOR DISCLOSURE AND
RECIPROCAL EXCHANGE OF INFORMATION NSR

| hereby request and authorize NSR of Asheville, 900 Hendersonville Rd., STE.203 Asheville, NC 28803

Client Name: Date:

to disclose to, receive from and communicate with:

Individual/Organization

Address Phone Fax

the following protected health information: (please initial each that applies)

O Assessment 0O Psychological Evaluation

O TreatmentPlan&Diagnosis O Psychiatric Evaluation

O Discharge Summary O HIV/AIDStestresults

O Progress Notes O Medical History

O Financial Information 0O Educational History

O SubstanceAbuseInformation O Info on PerscribedMedication

O Compliance with Program O Status with Program

O Other: 0O Complete communication on case management

Redisclosure of protected healthinformation is notallowedunder Federal confidentiality rulesof 42 C.F.R.Part 2 andthe
"Privacy Standards"forsubstance abuse treatment and under state lawG.S. 122C for mentalhealth and developmental
disabilities.

Imay revokethis authorizationat anytime. lunderstand thatany actiontaken onthis authorizationprior tothe date |
revokeitis legal and binding. | understand | may revoke this authorization by writing aletter or verbally telling the
Partnership staff person | work with or by calling the Privacy Officer.

| certifythat this authorization ismade freely,voluntarily, andwithoutcoercion.I mayrefuse tosign thisauthorization
form and Partnership will not condition my treatment on receiving my signature on this Authorization.

ClientorPersonal Representative Signature Date

StaffSignature Date

Revocation of Authorization/Consent

| withdraw the authorization to disclose personal health information of

effective on:

Date Event

Client or Personal Representative Signature Date

Staff Signature Date




