AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION FOR PURPOSES OF 15 M.R.S.A. § 393 (4-A) APPLICATION FOR RELIEF FROM PROHIBITION AGAINST POSSESSION OF FIREARMS

APPLICANT:  COMPLETE FORM, SIGN, AND RETURN THIS 



RELEASE WITH YOUR APPLICATION FOR RELIEF.  

THIS RELEASE WILL BE USED TO OBTAIN RECORDS OF YOUR MENTAL HEALTH TREATMENT.  




KEEP A COPY FOR YOUR RECORDS.

I, _________________, authorize any mental health treatment facility or provider, including his/her employees and agents, to release and discuss my records containing protected health information to or with the Commissioner of the Maine Department of Public Safety and her designees, including:

· All of my protected health information records, including history 
and physical exams, discharge summaries, medication orders, doctors’ orders, nurses’ notes, occupational therapy notes, assessments, commitment, and treatment.

· Medical records from other health care practitioners.

· Statements I have added to my medical records, with responses, if 
any.


This medical record information may be used for the purpose of evaluating my application, made to the Department of Public Safety pursuant to 15 M.R.S.A.  § 393 (4-A), to set aside the legal restriction that currently prohibits me from possessing firearms as a result of my emergency involuntary commitment to a mental health facility. 

	I  FORMCHECKBOX 
  DO  FORMCHECKBOX 
 DO NOT authorize the release or disclosure of any information relating to the diagnosis or treatment of ALCOHOL OR DRUG ABUSE under this authorization

	I  FORMCHECKBOX 
 DO  FORMCHECKBOX 
 DO NOT authorize the release or disclosure of any information relating to the diagnosis of treatment of MENTAL/BEHAVIORAL/PSYCHIATRIC CARE under this authorization. 

	

	I  FORMCHECKBOX 
 DO  FORMCHECKBOX 
 DO NOT authorize the release or disclosure of any information relating to the diagnosis or treatment of HIV/AIDS AND OTHER COMMUNICABLE DISEASES under this authorization. 


 I understand that the information requested is protected by law and cannot be released without my written permission, unless otherwise specifically permitted by law, and that information disclosed to the Commissioner pursuant to this release is confidential pursuant to 15 M.R.S.A. § 393(4-A)(G) unless I agree otherwise or a court so orders.

I understand that I have the right to review information and material prior to its release.  I understand I have the right to revoke this authorization in writing at any time by contacting the Commissioner or her designee.  

I understand that revocation of this authorization will cause my application for relief from the prohibition against possession of firearms to be rejected.    

This Authorization is effective for one year from the date below, and I authorize subsequent disclosures during that time period of protected health information records, whether new records about ongoing health care or old records about past health care.  I authorize the use of a photocopy of this Authorization in lieu of the original.

Applicant’s Signature:




   
Date:





Applicant’s Printed or Typed Name: ______________________________

Applicant’s Date of Birth: 
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