
 
 
 
 
 
 
 

 
 

CONSENT TO RELEASE CONFIDENTIAL CLIENT INFORMATION 
 
 
I, ___________________________________________, 
 
authorize Alternatives for Better Living to disclose to __________________________________ 
         (Name of person or organization to which disclosure is to be made) 
 
the following information (i.e. attendance, progress, etc.) 
________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
regarding my enrollment in the ____________________________________________  
program 
 
for the purpose of (i.e. verification of treatment and progress, defense of case, etc.) ___________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 

I understand that information about my treatment is confidential, may be protected by State or 
Federal law and should not be released without my written consent unless otherwise provided for 
under the law or regulations.  I also understand that I may revoke this consent at any time 
except to the extent that Alternatives has already taken action in reliance on it and that in any 
event this consent expires automatically as described below. 
This consent shall expire upon termination/discharge from the Alternatives treatment program 
listed above  and discontinuation of services. 
 
______________________________________________________________________________ 

(Other specific date, event or condition upon which this consent expires) 
 
Date: ________________    ____________________________________ 
        Signature of Client/Participant 
 
Date: ________________    ____________________________________ 
        Signature of Witness 
 
Date: ________________    ____________________________________ 
        Signature of Parent, Guardian, or 

authorized representative 
 

 



 
Keeping your information confidential 

 
The alcohol and drug abuse client information kept by treatment programs like Alternatives for 
Better Living is protected by Federal law and regulations. Generally, Alternatives may not tell 
anyone outside of the program that a person is attending treatment here or give out ANY 
information identifying a client as alcohol or drug user. 

 
UNLESS:  

 
1. The client (you or your guardian) consents in writing. 
2. The release of information is allowed by a Court order. 
3. The information is needed for a medical emergency or for program review. 
4. The information involves certain crimes against individuals such as murder, child abuse, 

etc. 
 
 
If Alternatives violates Federal law and regulations it is a crime.  Suspected violations may be 
reported to appropriate authorities in accordance with Federal regulations (a copy is available). 
 
Federal regulations do NOT protect any information about a crime committed by a client either 
at the program or against any person who works for the program or about any threat to commit 
such a crime. 
 
Federal regulations do NOT protect any suspected child abuse or neglect from being reported. 
(See 62 U.S.C. 290dd-3 AND 42 U.S.C. For Federal laws and 42 C.F.R. Part 2 for Federal Regulations) 
 
 
I have read the above information or had it explained to me. 
 
 
_____________________________________________  ________________________ 
Client Signature       Date 
 
 
_____________________________________________  ________________________ 
Witness Signature       Date 
 
 
 
 


