WALKTHROUGH PSYCHIATRY, PLLC
AUTHORIZATION FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION
(HIPAA – 45 CFR §164.508; RCW 70.02; WAC 246-341)

I. PATIENT INFORMATION
Patient Name: __________________________________________
Date of Birth: __________________________________________
Phone: ________________________________________________

II. AUTHORIZING INDIVIDUAL
☐ Patient
☐ Personal Representative (complete below):
Name: _________________________________________________
Relationship to Patient: _________________________________
Authority (e.g., guardian, DPOA): ________________________

III. PERSON/ENTITY AUTHORIZED TO RECEIVE/DISCLOSE INFORMATION
Walkthrough Psychiatry, PLLC
Address: 7511 W Arrowhead Avenue Suite C, Kennewick WA 99336

IV. PERSON/ENTITY AUTHORIZED TO RECEIVE INFORMATION
Name/Organization: _____________________________________
Phone: ________________________________________________
Fax/Email: ____________________________________________
Address: ______________________________________________

V. DESCRIPTION OF INFORMATION TO BE DISCLOSED
☐ Entire medical record
☐ Psychiatric evaluation(s)
☐ Medication records
☐ Treatment plans
☐ Progress notes
☐ Billing/financial records
☐ Other (specify): ________________________________________

VI. SENSITIVE INFORMATION (INITIAL ALL THAT APPLY)
I understand that the following information may be included if I initial below:
_____ Mental health treatment information (RCW 70.02)
_____ HIV/AIDS or sexually transmitted infection information
_____ Genetic testing information (if applicable)

VII. PURPOSE OF DISCLOSURE
☐ Continuity of care
☐ Legal purposes
☐ Insurance/billing
☐ At patient request
☐ Other: _________________________________________________

VIII. EXPIRATION
This authorization shall expire on the earliest of:
☐ Date: __________________________
☐ Event: _________________________________________________
☐ One (1) year from date of signature (if not otherwise specified)

IX. RIGHT TO REVOKE
I understand that:
· I may revoke this authorization at any time by submitting a written request
· Revocation will not apply to information already disclosed in reliance on this authorization
· Revocation will be documented in my health record

X. REDISCLOSURE NOTICE
I understand that:
· Information disclosed pursuant to this authorization may be subject to redisclosure by the recipient
· Such redisclosure may no longer be protected under HIPAA or RCW 70.02

XI. VOLUNTARY AUTHORIZATION
I understand that:
· I am not required to sign this authorization
· My treatment, payment, enrollment, or eligibility for benefits will not be conditioned on signing this authorization, except as permitted by law

XII. ACKNOWLEDGMENT AND SIGNATURE
I have read and understand this authorization. I authorize the use and disclosure of my protected health information as described above.

Patient/Authorized Representative Signature: ___________________________
Printed Name: __________________________________________
Date: __________________________

XIII. PERSONAL REPRESENTATIVE VERIFICATION (IF APPLICABLE)
The undersigned staff member has verified the identity and authority of the personal representative consistent with RCW 70.02 and applicable Washington law.
Staff Name/Title: ______________________________________
Signature: _____________________________________________
Date: __________________________

This authorization complies with HIPAA (45 CFR §164.508) and Washington State confidentiality law (RCW 70.02). It does not authorize disclosure of substance use disorder records, which require a separate authorization.

