Vista Clara Holistic Health, Wellness, & Education, LLC

DBA: The K.I.R.A. Center

AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION
I, _________________________authorize Maria G. Troia, MSEd, LMT, NCTMB of The K.I.R.A. Center to discuss my personal health information with
· the following licensed healthcare provider:____________________________.
· the following relative or friend: _____________________________________.

This exchange of information is for my health benefit and the most productive outcome of my care.
I understand that my records are protected under the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and cannot be disclosed without my written consent.  As such, this signed authorization overrides HIPAA privacy regulations.
This signed authorization expires upon the completion of my course of treatment for this condition, or may be withdrawn by me at any time by submitting written notification to Maria Troia, MSEd, LMT, NCTMB.

Signature of Client or

Client’s Legal Representative:_______________________Date: ______________

