
LOCAL FORM 2. 

AUTHORIZATION FOR RELEASE OF CONFIDENTIAL 
MENTAL HEALTH INFORMATION 

I, __________________________________, hereby authorize ________________________ 

________________________________ to release the following information relating to mental 

status. 

[ ] Complete copy of medical records _____________________________________ 

[ ] Test results _______________________________________________________ 

[ ] Other ____________________________________________________________ 

To the following: 

For the purpose of:


[ ] Continuing medical care


[ ] Disability determination


[ ] Insurance Claim


[ ] Other ____________________________________________________________


____________________________________________________________ 

____________________________________________________________ 

I understand that I may revoke this authorization at any time except to the extent that action has 

already been taken in reliance hereon. If not revoked sooner in writing, this authorization will expire 

ninety (90) days from the date signed. 
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I understand that I have the right to examine the information to be disclosed, unless deemed that 

such disclosure is not in my best interest. 

________________________ 
Date of Birth 

_____________________________________ _______________________________________ 
Patient Signature Date Signed 

_____________________________________ 
Guardian/Legal Representative Signature 

_____________________________________ 
Witness Signature 

_____________________________________ 
Attorney Signature 

_______________________________________ 
Date Signed 

_______________________________________ 
Date Signed 

_______________________________________ 
Date Signed 

THIS IS NOT AN AUTHORIZATION FOR THE ABOVE-MENTIONED ATTORNEY 

OR LAW FIRM TO OBTAIN OR REQUEST STATEMENTS, OPINIONS, INTERVIEWS 

OR REPORTS WITH ANY OF MY MEDICAL PROVIDERS. 
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