FALangley::::

HOMOSASSA INVERNESS MEDICAL  INVERNESS BH LECANTO MEDICAL OCALA SUMTERVILLE

7945 S Suncoast Blvd, 300 S Line Ave, 314 S Line Ave, 595 N Lecanto Hwy 7205 SE Maricamp Rd, 1389 S US 301,
SuitesA & B Inverness, FL 34452 Inverness, FL 34452 Lecanto, FL 34461 Ocala, FL 34472 Sumterville, FL 33585
Homosassa, FL 34446 P: 352-419-5760 P: 352-386-4357 P: 352-527-2244 P: 352-680-7000 P: 352-793-5900

P: 352-423-4923 F: 877-209-5265 F: 888-281-3498 F: 877-275-8781 F: 877-849-9264 F: 855-832-3504

F:352-423-1468

AUTHORIZATION TO RELEASE/OBTAIN BEHAVIORAL HEALTH INFORMATION
Name of Patient Date of Birth | Please specify your relationship to the
patient:

O self (O other:

Social Security #
1. | hereby request and authorize Langley Health Services to:

Obtain from Name of PROVIDER(S), Person/Organization, Address, Phone Number, Fax Number
(O Langley
(O Other
Release to Name of Person/Organization, Address, Phone Number, Fax Number
(O Patient
(O Other
2. The following information: Place your initials by each item that applies:
Behavioral Health & Specific Testing Information

Progress Notes/Visits (1 Year) or Other
Psychiatric evaluation

Treatment plan/ Narrative summary

Mental status exam

Drug/alcohol treatment

IEP meetings for school

Except for the following, which expressly may not be disclosed: (if none, write “none”)

3. From the medical record of the patient listed above and for the purpose of:

4. Allinformation | hereby authorize to be obtained from or released to will be held strictly confidential and cannot be released by
the recipient without my written consent. | understand that this authorization will remain in effect for one (1) year unless | specify
an earlier expiration date here: . lunderstand that this authorization is revocable upon written
notice to the office where the original authorization is retained, except to the extent that action has already been taken on this
authorization. | understand that any disclosure of information from my records carries with it the potential for an unauthorized re-
disclosure of my health information. | understand that | need not sign this form in order to obtain treatment.

5. lunderstand that | may withdraw this consent at any time.

6. Psychotherapy Notes are defined as notes that document private, joint, group or family counseling sessions that are
separated from the rest of a patient’s medical record. Note**** The provider may refuse to disclose all, or a portion of, a patient’s
Behavioral Health record if deemed appropriate.

Patient/Parent/Legal Patient/Parent/Legal Representative Date
Representative printed name signature
Witness printed name Witness signature Date

FOR OFFICE USE ONLY- Specific Testing Records require provider approval:

Provider Signature/Approval: Date: Rev: 11/6/2025

Provider Signature/Approval: Date:




