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  CONSENT TO RELEASE INFORMATION 
 
I, ______________________________, Student ID:_____________________, D.O.B._______________ 
authorize California State University San Marcos, Student Health & Counseling Services to release 
information/records (including psychiatric, drug, and/or alcohol related records) obtained in the course of 
my diagnosis and treatment to those providers or facilities below: 
 
_____________________________________________________________________________________ 
Name of Provider or Facility    Dates of treatment 
 
_____________________________________________________________________________________ 
Address      City/State/Zip 
 
 
Phone#:_________________________________________Fax#:________________________________ 
 
I acknowledge I have been advised of what information/records will be disclosed and understand the benefits and 
disadvantages of such disclosure. 
 
I understand that my records are protected under the applicable state law governing health care information that 
relates to mental health services and under the federal regulations governing Confidentiality of Alcohol and Drug 
Abuse Patient Records, 43 CFR    Part 2, and cannot be disclosed without my written consent unless otherwise 
provided for in the state or federal regulations. I also understand that I may revoke this consent at any time except to 
the extent that action has been taken in reliance on it, and that in any event this consent expires automatically in 120 
days (4 months) from date of signature. 
 
I have read all the policies above. I understand and accept these policies and agree to its terms. 
 
 
__________________________________________ __________________ ______ _____________ 
Patient Signature                 Date   Phone Number 
 
__________________________________________ __________________ ___________________ 
Parent, Guardian, conservator, or legal representative  Date   Phone Number 
of patient (indicate relationship)     
--------------------------------------------------------------------------------------------------------------------- 

Student Health and Counseling Services Use Only 
 

ID verification by_______________   Provider’s approval_______________________ 
 
 
PROHIBITION ON REDISCLOSURE: Alcohol and Drug Abuse information has been disclosed to you from records whose 
confidentiality is protected by federal law. Federal regulations (42 CFR Part 2) prohibits you from making any further disclosure 
of it without specific written consent of the person to whom it pertains, or as otherwise permitted by such regulations. A general 
authorization for the release of medical or other information is NOT sufficient for this purpose. The federal rules any use of the 
information to criminally investigate or prosecute any alcohol or drug abuse patient.  
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