
 

Case #______________________ 

____________________________  
Mandala Integrated Therapy, LLC          5201 Venice Ave NE STE A, Albuquerque, NM 87113 

                 

(Office Use Only) RELEASE OF INFORMATION (ROI) 
Authorization to Use or Disclose Health Information 

__________________________________   ______________________   ___________________________   ____________  
Client or Legal Representative (PRINT)       Relationship to client             Signature                                         Date   
 
 
__________________________________   ___________________________________________________   ____________  
Witness (PRINT)                                           Signature                                                                                         Date    
  
 

  
Name:________________________________________________________________Birth date: ____________________________   
 
Address:____________________________________________________________________________________________________
_ 
I hereby request and authorize Mandala Integrated Therapy LLC to use or disclose information from my behavioral health record 

to the person or entity listed below: 

I understand that I may revoke this authorization at any time with a written request except to the extent that action has been taken in 
reliance on authorization (42 CFR Part 2).  Otherwise, this consent will expire in 12 months.  
 
I understand that once the above information is disclosed, it may be re-disclosed by the recipient and the information may not be 
protected by federal privacy laws or regulations. 
 
I understand that authorizing the disclosure of information is voluntary; that I can refuse to sign this ROI and need not sign this ROI to 
obtain behavioral health care treatment; and that if I authorize the disclosure of this information, I have the right to examine and copy 
the information to be disclosed.  
 
 
 
 

Person or Entity granted ROI: _______________________________________________________________________________. 
 
For the purposes of:   _______________________________________________________________________________________ 

I hereby authorize the release of the following information as indicated by the check marks to the left: 
 
☐Intake Assessment/Admission Information               ☐Most recent visit                                  ☐Other: Notification of Emer 
 
☐Psychological Testing                ☐Next scheduled visit 
 
☐Progress Notes/Reports                    ☐Treatment Plans 
 
☐Chemical Dependency Assessment                 ☐Discharge Summary 
 
☐School Records                  ☐Medical/Medication Records 
 
 I hereby authorize the use of the following forms of communication as indicated by the check marks to the left: 
 
☒Phone Communication                                                ☐In-person Communication        ☐Other____________________ 
 
☐Email Communication                ☐Text Communication 
 
 Covering the period of (beginning date):__________________to (ending date):_____________________ 

The following statement is for clients involved in chemical dependency counseling services: 
Prohibition of Redisclosure:  This release accompanies records concerning a client in alcohol/drug abuse treatment.  This information has been disclosed to you from records 
protected by federal confidentiality rules (42 CFR Part 2).  The federal rules prohibit you from making any further disclosure of this information unless further disclosure is 
expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by 42 CFR Part 2.  A federal authorization for the release of medical or other 
information is NOT sufficient for this purpose.  The federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.  I 
understand that there is a potential for the information disclosed pursuant to this authorization to be subject to redisclosure by the recipient, and the information may no longer be 
protected by the federal confidentiality rules. 
 
 


