
Authorization for Release of Information
Madison Psychiatric and Psychological Services

702 N. Blackhawk Avenue, Suite 100
Madison, Wisconsin 53705

Phone: (608) 663-5926

I hereby authorize of(MPPS)

2 (('heck one or hoth)

fl to obtain fiom:

and/or

E to release to.

Nante atrdor agencv;

Streel address'

(lih,,'smturzi1t code:

J Information from the records of:
(Client liull lt'ane) (Date of Birth)

4 Type(s) of treatment

Specific information

information to be disclosed.

to be disclosed:

I uedicat

il urv
D Mental Health

fl Alcohol/Drug Abuse

5 Purpose or need for disclosure:

6 Unless expressly revoked in writing, this authorization expires on the following date. I l_
(mo.ldat;vear)

7 I underslon,l that mv records are protected under State and liederal regulalions governing confdentiality:
.\lental llealth-Sec. 51.30, W'is. Stats. & ILSS 92, Il'is. Admin. Code
.llccthol & Other Dntg Abuse-.12 CFR, Part 2, Sec. 5l.30, If'is. Stats. & t.tls 92, ll'is. ,4dnin. Code

I understanLl that I have the right to inspect and receive d copy of the material to be discbsed IIISS 92.05 and 92.06J and that
infornatiort received cannol be disclosed.furtherwilhcntl nry writlen co,lsen! unless othenyise providedfor in the regulutiorts.
I untlerstand that lt'l.P.P.S. can nol conctilion treatmenl or paymentfor services bqsed on the provision that I authorize thi.s

di.sclosttre. I.fitrther understand that I have the right tn re.fuse to sign lhis authorization.
1 understand that any' disclosure of in/omtation carries with it the polentialfor an unauthorized redisclosure and that the

infonnation mav not be protected by confdentiality rules.
F-urther, I understand lhal this consent Io disclose rnav be revokecl by me in wriling al anlt 1i771s except to lhe extent Ihat actittrt
has alreath, heen token.

(Clrent Signoture) (Date signed)

OR. l,slgralrr re of Person ^luthorized Io Consent) (Relationship to C)lient) @ate signed)


