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Authorization to Disclose Protected Health Information 
Reason For Authorization 

Danielsen releasing information to another provider 

Danielsen receiving information from other provider; please send to the attention of 

Other (please specify): 

Patient Information

Patient Name: 

Patient DOB: 

Recipient Information

Name: 

Address:

Telephone:

Email: 

Fax:

Patient’s signature below authorizes the following records to be disclosed or information to be exchanged

(Check applicable categories)

A summary of my treatment

The “landmark” records of my chart: intake, transfer, termination, medication evaluation, testing report, 
most recent therapy, and medication notes

A letter of introduction from my DI provider to another healthcare provider

Reciprocal phone contact as needed to support or coordinate my care

Other:
The following types of records will be disclosed only if the patient initials next to each one. Otherwise, they 
will be redacted from any records provided.

Approved on 4/18/25 

AUTHORIZATION TO USE 
OR DISCLOSE PHI 

185 BAY STATE ROAD, BOSTON, MA 
617-353-3047 

Pt. Initials

Social work counseling/therapy and details of mental health diagnosis and/or treatment pro-
vided by a psychiatrist, psychologist, mental health clinical nurse specialist or licensed health 
clinician
Information relating to acquired Immunodeficiency Syndrome (AIDS), or Human Immunodefi-
ciency Virus (HIV) including but not limited to test results and the fact that the test was taken.
Genetic testing information including test results

Information about sexually transmitted diseases
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Boston University The Albert & Jessie Danielsen Institute 

1. I authorize this disclosure voluntarily. I understand that my treatment by this health care provider does not
depend upon my signing this Authorization. If I do not sign it, my records will not be released as directed in
this Authorization.

2. This Authorization will expire on: ______________ or 6 months after the date of my signature, whichever
occurs first.

3. After signing, I may revoke this Authorization at any time by providing a written notice of revocation to Dan-
ielsen Institute administrative staff; however, any revocation will not affect disclosures made in reliance on
this Authorization before receipt of my written revocation.

4. I understand that the information used or disclosed pursuant to this Authorization may be re-disclosed by
the recipient and may no longer be protected by federal privacy regulations or other applicable state or fed-
eral laws, except for Substance Abuse Disorder Patient Records, as provided for in 42 CFR Part 2.

Patient Signature 

If signed by someone other than Patient, state relationship 

Date signed 

FOR OFFICE USE ONLY 

Date received Received by (name, title) Patient Medical Record ID 

Person fulfilling request: Date:
This authorization must become part of the patient’s chart. A copy should be sent with the records. 

Pt. Initials

Information related to diagnosis or treatment of Pregnancy

Domestic Violence

Sexual Assault

Human Trafficking

Records related to Substance Abuse Disorder

185 Bay State Road 
Boston, Massachusetts 02215 
T 617-353-3047 F 617-353-5539 
www.bu.edu/danielsen 

Patient authorizes the following method of delivering the records/communication:

Printed records to be sent by mail

Printed records to be faxed

Printed records to be picked up in person

Secure, encrypted email

Authorization is for phone contact only

Other means (please specify):

Before signing below, Patient has read and understood the following:

Approved on 4/18/25 
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