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O K AN O G A N

BEHAVIORAL HEALTHCARE

1007 Koala Dtive ®* Omak, WA 98841
509.826.6191 ¢ Fax: 509.826.3029 ¢ www.okbhc.org




MH Authorization for use and disclosure of information 

I hereby authorize the use or disclosure of my individually identifiable health information as described below:
I understand that this authorization is voluntary. I understand that if the organization authorized to receive the information is not a health plan or a health care provider, that organization may also disclose my health information. If this happens, I understand that my information may no longer be protected by federal privacy regulations.

​​​​​​​​​​​​​​​​​______________________________ born on ____________agrees to the exchange of information between:
Okanogan Behavioral HealthCare at 1007 Koala Drive, Omak WA 98841            AND
Name of Person: _____________________________________________
Clinic or Organization Name/Address/Phone #: ___________________________________
Fax#: _________________________________________

I authorize the exchange of progress notes, phone contact, updates, correspondence, testing, lab work, medication lists and any other pertinent information conducive to client's mental health treatment; to include specific permission to release all records and other information with no exceptions.
_____ (Consumer Initials) I understand this authorization will expire 365 days from _______________ «date client signed» or on ___________________ «12 months or client specified date, whichever is earlier»

_____ (Consumer Initials) I understand that I may revoke this authorization at any time by notifying Okanogan Behavioral HealthCare in writing. But, if I do revoke this authorization, my revocation will not have any effect on any actions Okanogan Behavioral HealthCare took in reliance upon my authorization before it received my revocation. You may revoke this authorization by signing a "Revocation of Authorization" form and returning it to Okanogan Behavioral HealthCare. To request a "Revocation of Authorization" form, you may contact Okanogan Behavioral HealthCare, 1007 Koala Drive, Omak , WA 98841, (509) 826-6191, Attention: OBHC Privacy Officer.
OBHC will not condition your treatment or payment for your health care services on your completing and signing this authorization based on your signature on this form. Information is not being created solely because of disclosure needs.
The purpose of the use or disclosure is: Exchange of information to assist in delivery of Mental Health services and treatment. 
OBHC will not receive direct or indirect compensation in exchange for using or disclosing the information listed above. 
Notice to Consumer: You or your representative may inspect and/or copy the health information in accordance with Okanogan Behavioral HealthCare policies.


___________________________________________________________________ 
Client's Signature                                                                        Date of Signature
