


AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION (ROI)

Client Name: _____________________________  Date of Birth:  ___________ 

Phone Number (optional): ___________________________________________

I authorize: 

Fulfilled Nutrition Counseling LLC 
to release the following health information to:

Recipient Name/Organization: ________________________________________ 

Address / Phone / Fax / Email: ________________________________________

Information to be released (check all that apply):

☐ Nutrition assessments 
☐ Treatment plans 
☐ Progress notes 
☐ Appointment history 
☐ Billing and insurance information 
☐ All of the above

Purpose of disclosure:

☐ Coordination of care 
☐ Insurance / billing 
☐ Continuity of treatment 
☐ At the client’s request 
☐ All of the above



Client Rights & Acknowledgments

• I understand that I may revoke this authorization at any time by submitting a written 
request to Fulfilled Nutrition Counseling LLC.

• I understand that revocation will not apply to information already released.

• I understand that my treatment, payment, or eligibility for services is not conditioned 
upon signing this authorization.

• I understand that information disclosed may be subject to redisclosure and may no longer 
be protected under HIPAA.

Signature

Client / Legal Guardian Signature: ____________________________________ 
Printed Name: _____________________________________________________ 
Relationship (if applicable): ______________________________ 
Date: _______________________

*Expiration of authorization: Expiration 1 year.

*As needed, please fax to 877-743-5351, Attn: Fulfilled Nutrition Counseling


