
   2/2019 

NEBRASKA LICENSEE ASSISTANCE PROGRAM 
Authorization to Release Information to Treatment Provider 

 
 
The Nebraska Department of Health and Human Services, Division of Public Health, Licensure Unit (the 
Department) regulates the licensure/registration/certification of health care professionals in the state of 
Nebraska (credential holders).  The Department requires the NE LAP to obtain a signed release of 
information from clients that authorizes full disclosure to the NE LAP regarding their alcohol or substance 
use treatment, including non-compliance with treatment and/or aftercare plans.  Your treatment provider 
will be required to notify the NE LAP within three (3) business days of becoming aware of any non-
compliance.  If you decline to authorize this disclosure, the NE LAP will no longer be able to provide NE 
LAP services to you. 
 
I, ____________________________________________, authorize and request the NE LAP to release to  
  (Name of NE LAP client) 
and receive all available information from: 
 
 
_X___  Treatment Provider______________________________________________________________ 
 
 
Specific information to be provided is to consist of (check appropriate area): 
 
 
_X___ All available information regarding my case, including all alcohol and substance use information. 
 
 
This authorization is effective for twelve months from the date signed, or until __________________, as I 
have requested, to fulfill the purposes of this authorization, unless sooner revoked.  Information released 
according to the authorization may be subject to redisclosure by the recipient and may no longer be 
protected by privacy regulations.  I understand I may revoke this authorization at any time by notifying the 
NE LAP Coordinator, NE LAP counselor or the Corporate Director of the NE LAP of my revocation of this 
authorization.  Release of information will cease upon receipt of my revocation.  I understand such 
revocation will not apply to information that may have been released prior to revocation.  You may continue 
with your treatment provider.  However, NE LAP services will be discontinued upon your revocation of this 
required authorization for disclosure to/from your treatment provider since the NE LAP would no longer be 
able to monitor your compliance with treatment. 
 
I understand that my substance use disorder records are protected under the Federal regulations 
governing Confidentiality and Substance Use Disorder Patient Records, 42 C.F.R. Part 2, and the Health 
Insurance Portability and Accountability Act of 1996 (“HIPAA”), 45 C.F.R. pts 160 & 164, and cannot be 
disclosed without my written consent unless otherwise provided for by the regulations. 
  
 
 
______________________    ______________________________________________ 
 Date          NE LAP Client Authorization Signature 
 
______________________     ______________________________________________ 
 Date            Witness Signature 
 


