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Authorization for Release of Personal and Health-Related Information 
Please read this entire form before signing and complete all sections that apply to your decisions relating to the use and/or disclosure of protected health information and other personal information.
1. I authorize the Weatherford Police Department to disclose certain personal and health-related information regarding: ______________________________________________________________________________







(individual’s full name)

 Date of Birth: _________________________
2. I authorize this information to be disclosed as follows: 
	· For use internally by  Weatherford Police Department and Weatherford Fire Department  
	· To the general public and media outlets, including social media 
	
	
	
	


I authorize this information to be disclosed in the following ways:

	· Written/Photocopy/Paper
	· Electronic Format, including via social media and traditional media outlets
	· Verbal
	· Fax
	· Electronic Mail 


Purposes for which Weatherford Police Department may use/disclose my information: (Ex: For purposes associated with participation in the Weatherford Police Department Return Home Safe Program)

________________________________________________________________________________________
3. Description of the information to be used or disclosed:

	.

· All health-related or medical-related information (including, but not limited to, information regarding medical/health treatment, reports, diagnoses, names of physicians)

· All personal and personally identifying information (including, but not limited to, name, address, telephone number, date of birth, height, weight, blood type)

· All Photographs, Video Files, Audio Files

· Other (Specify):____________________________________________________________________



I give specific authorization to disclose the following information: (Indicate by Initialing)
	____ HIV/AIDS-Related Information (Including Test Results and Documentation of Diagnosis)
____ Drug and alcohol abuse treatment records
	_____ Genetic Information (Including Genetic Test Results)
_____ Psychiatric/Mental Health treatment records (not including psychotherapy notes)


The individual signing this form agrees and acknowledges as follows:

(1) Voluntary Authorization: I understand that this authorization is voluntary and that I may refuse to sign it.  Treatment, payment, enrollment or eligibility for benefits (as applicable) will not be conditioned upon my signing of this authorization form.
(2) Effective Time Period:  This authorization is valid until the earlier of the occurrence of the death of the individual; the individual reaching the age of majority; or permission withdrawn; or the following specific date (optional): Month____________ Day _____________ Year ____________.
(3) Right to Revoke:  I understand that I have the right to revoke this authorization at any time by notifying Weatherford Police Department in writing.  I understand that I may revoke this authorization except to the extent that action has already been taken based on this authorization. 
(4) Special Information: This authorization may include use or disclosure of information relating to DRUG, ALCOHOL and SUBSTANCE ABUSE, MENTAL HEALTH INFORMATION, EXCEPT PSYCHOTHERAPY NOTES, CONFIDENTIAL HIV-AIDS-RELATED INFORMATION, and GENETIC INFORMATION ONLY IF I PLACE MY INITIALS ON THE APPROPRIATE LINES ABOVE.  In the event the health information described above includes any of these types of information, and I initial the corresponding lines in the box above, I specifically authorize use and disclosure of such information as specified herein.
(5) Release of Liability: I release the individual or organization named in this authorization from legal responsibility or liability for the use or disclosure of the records as authorized on this form.  I will be provided a copy of this signed authorization, if requested.  A photocopy of this authorization is as valid as the original.
(6) Signature Authorization:  I have read this form and agree to the uses and disclosure of the information as described.  I understand that refusing to sign this form does not stop disclosure of health information that has occurred prior to revocation or that is otherwise permitted by law without my specific authorization or permission.  I understand that information disclosed pursuant to this authorization may be subject to redisclosure by the recipient and may no longer be protected by federal or state privacy laws. 
____________________________________________

____________________________________
Signature of Participant (or Participant’s Representative)

Date

________________________________________________
Printed Name of Participant or Participant’s Representative
_______________________________________________

Authority of Representative to Act for Patient

(Relationship to Patient)

A minor’s signature is required for the release of certain types of information, including for example, the release of information related to certain types of reproductive care, sexually transmitted diseases, and drug, alcohol or substance abuse, and mental health treatment (See, e.g., Tex. Fam. Code § 32.003).

________________________________________

_________________________________________
Signature of Minor Individual

Date

