MULTI-PARTY ROI - RELEASE OF INFORMATION FORM CleanrSlatef

Outpatient Addiction Medicine
Written Consent Authorizing Disclosure of Substance Use Disorder Patient Records to Multiple-Parties under 42 CFR Part 2

Patient Name: Patient Date of Birth: / /

| hereby freely authorize CleanSlate Outpatient Addiction Medicine & its subsidiaries ("CleanSlate") to release
information to & receive information from the following designated recipient(s) by listing the name(s) of the entity(-ies)
or individual(s) to which | permit disclosures to be made. Up to 3 entities &/or individuals may be listed on this Multi-Party
Consent as well as your identified Emergency Contact. Examples of entities or individuals may include significant others or
family members, probation or parole officers, courts or legal services, child services, case managers, specialty pharmacies,
hospitals or other healthcare organizations or providers (Primary Care Provider, OB/GYN, Counselor, Psychiatrist, etc.).

Entity or Individual Name Phone Number Fax Number or Email Address
1. ( ) -
2 ( ) n
3. ( ) -
Emergency Contact Name
4, ( ) -
Revocation:

| understand that this consent may be revoked verbally or in writing at any time however the revocation will not be retroactively effective for
disclosures that have already occurred. If | revoke or revise this consent, | specifically authorize any individual or entity named above to notify the
other entity(-ies) or individual(s) that | have revoked or revised this consent. | understand that | may revoke consent to any of the individuals or entities
named above allowing the remainder of this consent to be valid.

Information to be Disclosed:
| understand the records to be released or disclosed may include sensitive information relating to substance use, mental health, sexually
transmitted diseases, acquired immunodeficiency syndrome (AIDS), human immunodeficiency virus (HIV) &/or other infectious diseases.

| authorize the disclosure of the Substance Use Disorder (SUD) Patient Records identified below in verbal, written & electronic form:

[] All SUD Patient Records

With the exception of the following SUD Patient Records (indicate exclusions below):

Purpose for Information to be Disclosed:
Disclosures will be Timited to the minimum necessary information in order to fulfill the stated purpose of the release.

[] coordination of Treatment & Continuity of Care
|:| Other Purpose (must specify):

Expiration:

I understand | may specify a date, event or condition upon which this consent will expire thus becoming invalid. Post-discharge, this consent
may remain active for (90) ninety days from the date of inactive treatment. Consent will otherwise remain active unless revoked. Time frame may not
exceed (5) five years. If this section is left blank, | understand this consent will remain active & valid for (5) five years from the date of signature.

Expiration Date: / / -or- Expiration Event/Condition:

| understand that Substance Use Disorder (SUD) Patient Records are protected under federal law including the regulations governing
confidentiality of SUD Patient Records, 42 CFR Part 2, & the Health Insurance Portability & Accountability Act of 1996 (HIPAA), 45 CFR Part 160 &
164. 42 CFR Part 2 prohibits unauthorized disclosure of SUD records which cannot be disclosed without written consent unless otherwise
permitted by law. | understand additional laws may restrict the disclosure of mental health & HIV-related information. | understand that the re-disclosure,
further sharing, or exchange of records authorized above may occur without written consent by those who receive records in accordance with this consent
which may result in a loss of my privacy protection. | understand | have the right to request an accounting of disclosures. | understand completing this
form is voluntary. | understand treatment, payment, enrollment or eligibility for benefits may be conditioned upon form completion as permitted by law.

/[

Patient Signature Patient Printed Full Name Date of Patient Signature

Per Patient’s request, a CleanSlate Employee assisted Patient in completing this release of information form. Patient's Initials:
Corporate Compliance Department ¢ 900 Memorial Avenue West Springfield, MA 01089 ¢ Phone: 413-788-0100 Ext. 10543 ¢ Fax: 866-576-8050
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