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Description automatically generated]How to complete the Release of Information online Adult:
1. Go to https://davidlawrencecenter.org/
2. Click the Get Help Now bottom at the top in Blue:
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3. You will then scroll down to bottom to Client Form:
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4. Click on Release of Information form: 
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5. When you click Release of Information, it will take you to the following: 
[image: ]



6. You will fill out the client section and enter your email address. It should look like the following:
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7. When you click begin signing it will take you to the Release of information: 

8. You will click the following to start:[image: ]

9. You will see your client name at the top. You will need to enter your DOB. You will also need to click the Release and Obtain boxes: [image: ]

10. For the Name of Individual, Hospital or Agency, you will enter name to release.  For example, if filling out for yourself then it would be the following below. Your name, Relationship is self. Then enter Phone number. If the release is for a Doctor, Attorney, etc. then a fax and address must be included also. If you are having records mailed to yourself an address must also be entered. 
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11. You will move on to the Initial part. You will need to be sure to initial for Mental Health records. If you have a Substance Use Diagnosis or Diagnosis of HIV/AIDS initials are needed for the release to be valid. 
[image: ]

12. The next section will have you Initialing for the services to be released. Please initial for what service you want release or to obtain for request. After Initialing the services, you will then click what you are authorizing the purpose of disclosure is.  For example, continuity of care would be initialed if the Release is for Parents or Doctor office.  Legal if for DJJ, Probation and Lawyer. The below is what the initials section should look like:
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13. The final Initial at the bottom is needed agreeing that you have read and fully understand the terms of this release and waiver.   Next, you will click sign as the client. 
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14. [bookmark: _Hlk93649505]When you are done with signing, you will then click finish and it will email our medical records department.  The release should look like the below. If you need any help or have any questions, please contact the medical records dept at 239-345-1403. When Medical records approves the release, you will get confirmation email. If the release is not completed correctly, you will receive an email denying the release and why then a new release will need to be completed. 
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Client ~

Your Name:

Your Email:

Please provide information for any other
signers needed for this document.

Your Role:

Parent/Legal Guardian (Required if Minor)

Your Name:

Your Email:
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PowerForm Signer Information

If the client is under 18 years of age the document must have a
Parent/Legal Guardian Signature.

Please enter your name and email to begin the signing process.
Client

Your Name: *

‘ Jane Doe

Your Emai

‘ Your Email goes here

Please provide information for any other
signers needed for this document.

Parent/Legal Guardian (Required if Minor)

Name:

‘ Full Name

Email:

‘ Email Address
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AUTHORIZATION TO RELEASE OR OBTAIN REQUESTED INFORMATION AND WAIVER OF PRIVILEGE OF CONFIDENTIALITY:

CLIENT NAME: jane doe DATE OF BIRTH: 1-1-2020

T authorize the David Lawrence Center to: [X] RELEASE and/or [X] OBTAIN (check one or both) the contents of my clinical record by way of
ey (o, G et e, AT nerio Mt ar | co e,
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Name of Individual, Hospital or Agency[Jane Doe | Relationshipfself |

Address (City, State, Zip): [Your Address on where records will be mailed. |

Phone (Include Area Code):[239-455-8500 Fax (Include Area Code:______|

Electronic Format Requested [





image10.png
Please initial for authorization specific o your treatment and/or diagnosis:

G

Mental Health Records (ot including Substance Use] ) _Substance Use Records l HIV/AIDS Rel

ted Information
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Initial Each Type of Record To Be Released and/or Obtai

Continuity of Care Summary Document: Submitted electronically through secure messaging and includes: Allergies, Diagnoses,

== Forms/Letters

i)

Tmmunization Status, Lab Results, Medical History, Medication List, Serviee List AND reeases information effectie from intial
agency admission date to current dates of service.
Clinical Assessment
Discharge Summary

Medication List
Outside Referral Update
Psychiatric Evaluation

i, Lab Results T Treatm
[ Medication Management Notes T Othe

hich I am authorizing disclosure will be used for the (nllnwinwnrpun: (A box must be checked to be valid)

f care My personal records

[J Legal purposes ([ Financial Informatios
[) Family involvement in treatment [ Other (must specify):
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of 1996 (“HIPAA™), 45 CFR parts 160 & 164, and cannot be disclosed without my written consent unless otherwise provided by the regulations.
Revocation Notice: | may revoke this information in writing, at any time prior to the release of the information specified above. Disclosures made in good

itheprior to revocation do not constitute a breach of confidentiality.
jo (Initial here) I have read and fully understand the terms of this release and waiver.

Jane dos e 47972020
Client (Print Name) e Signature Date
Empowered Representative (Print Name) ~ Empowered Representative Signature Date

(If client is a minor or unable to sign)

Witness (Print Name) DLC ID# Witness Signature Date

To REVOKE a completed Release of Information, sign and date below.
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GET HELP NOW
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To prepare for your visit, we've provided links to forms for you to view

Client Forms and complete,

= Client Information Sheet English @ | Spanish @'
= Client Registration Form English [ | Spanish '
* Consent for Treatment Form English [ | Spanish [

= Release of Information Form English ('
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To prepare for your visit, we've provided links to forms for you to view

Client Forms and complete,

= Client Information Sheet English @ | Spanish @'
= Client Registration Form English [ | Spanish '
= Consent for Treatment Form English [ | Spanish [





