
 

Bridger Psychiatric Services 
Authorization for Use and Disclosure of Patient Information 

 

2040 N 22nd Ave, Ste 2     ●     Bozeman, MT 59718 

Telephone: (406) 586-5511     ●     Fax: (406) 586-4713 

bridgerpsychiatricservices.com 

 

Patient: ________________________________  Birth Date: _____________ 

 

I hereby authorize the use or disclosure of personal health information about me as described below. 

 

1.     Bridger Psychiatric Services may release/obtain my personal health information 

        to/from the following person(s) or group(s): 

 

 __________________________________________________________________________ 
 Person/Facility/Agency 

 

 __________________________________________________________________________ 
 Address     City   State       Zip 

 

 _______________________ _______________________ 
 Telephone Number  Fax Number   

 

2.     I authorize release of the following information: 

__Discharge Summary  __History & Physical __Labs   __Aftercare Plan 

__Psychiatric Exam  __Social History __Dr. Orders     __Billing Info 

__Psychological Exam  __Progress Notes __HIV/AIDs results  

__Other (specify)_________________________________________________________________ 

 

3.     The purpose of the authorized use or disclosure 

 ____At the request of the patient 

 ____Other (describe) _______________________________________________________ 

 

4.     If you are the representative/guardian of the patient, describe the scope of your authority to act  

        on the patient’s behalf: _______________________________________________________ 

 

5.     I understand that I may revoke this authorization at any time except in the extent  

        that action has been taken by Bridger Psychiatric Services in reliance on this  

        authorization. 

 

        Expiration Date: ____/____/________ (MM/DD/YYYY)  
*All ROIs will expire after 2 years, if not otherwise specified. 

 

6.     I understand that I am not required to sign this authorization form and that Bridger  

        Psychiatric Services will not condition the provision of treatment or payment to me on the  

        signing of this authorization. 

 

 

____________________________ _____________________________      _____________ 
Patient Name    Patient Signature   Date 

 

 

____________________________ _____________________________      _____________ 
Guardian/Representative Name Guardian/Representative Signature      Date 

 


