	
	



AUTHORIZATION FOR RELEASE OF RECORDS

I, ________________________________​​, 
_________________ 

(Name)
                       (Date of Birth)


hereby grant authorization to any public or private agency, institution, individual or corporation, including but not limited to any attorney, school, youth facility, physician’s office, hospital, mental health center, addiction treatment center, family counseling center, department of probation or parole, department of vital statistics or records, jail, prison or other detention facility, bureau of investigation, or shelter, where I have been or am currently being educated, evaluated, treated, held, confined or who has ever been involved in providing me with legal or other services, to release to my attorneys, Volunteers of Legal Service Incarcerated Mothers Law Project, 40 Worth St. Ste. 829, New York, NY 10013, any and all records in your possession related to me.

In addition, I authorize any employee, personnel or contractor, including but not limited to, physician, attorney, psychologist, social worker, nurse, aide or other personnel active in or familiar with the services provided to me, to communicate orally or in writing to the above designated representative concerning my history, treatment, prognosis and/or other topics of which such personnel may have knowledge.

In authorizing this disclosure, I explicitly waive any and all rights I may have to the confidential maintenance of these records, including any such rights that exist under local, state and federal statutory and/or constitutional law, rule or order, including those contained in the Health Insurance Portability and Accountability Act of 1996 (“HIPAA”), Pub.L. No. 104‑191, 110 Stat.1936 (1996).

This authorization is valid until revoked by me in writing. You may accept a photocopy of this authorization.
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