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If you answered "Yes" to Question 21, carefully read this authorization to release information about you, then sign and date it in ink.

Instructions for Completing this Release
This is a release for the investigator to ask your health practitioner(s) the questions below concerning your mental health consultations.
Your signature will allow the practitioner(s) to answer only these questions.

Authorization
I am seeking assignment to or retention in a national security position. As part of the clearance process, I hereby authorize the
investigator, special agent, or duly accredited representative of the authorized Federal agency conducting my background investigation,
to obtain the following information relating to my mental health consultations.

In accordance with HIPAA, I understand that I have the right to revoke this authorization at any time by writing to the U.S. Office of
Personnel Management. I understand that I may revoke this authorization except to the extent that action has already been taken based
on this authorization. Further, I understand that this authorization is voluntary. My treatment, payment, enrollment in a health plan, or
eligibility for benefits will not be conditioned upon my authorization of this disclosure.

I understand the information disclosed pursuant to this release is for use by the Federal Government only for purposes provided in the
Standard Form 86 and that it may be disclosed by the Government only as authorized by law, but will no longer be subject to the HIPAA
privacy rule.

Photocopies of this authorization with my signature are valid. This authorization is valid for one (1) year from the date signed or upon
termination of my affiliation with the Federal Government, whichever is sooner.

Signature (Sign in ink)
This form was digitally signed by:  Casey Matthew Addy in accordance with the Electronic
Signature Act 15 U.S.C. 7001, Public Law 105-277 the Uniform Electronic Transaction Act, and other
regulations governing electronic signatures and access controlled U.S. Government systems to include
CFR-2004-title34-vol1.

Full name (Type or print legibly)
Casey Matthew Addy

Date signed (mm/dd/yyyy)

10/02/2015

Other names used Date of birth

11/15/1985

Social Security Number

040-84-2385
Current street address ________________ Apt.#
7100 Natalie Ave NE Apt 112

City (Country)
Albuquerque

State
NM

Zip Code
87110

Home telephone number
2035374480

For Use By Practitioner(s) Only
Does the person under investigation have a condition that could impair his or her judgment, reliability, or ability to properly safeguard classified national
security information?

YES NO
If so, describe the nature of the condition and the extent and duration of the impairment or treatment.

What is the prognosis?

Dates of treatment?

Signature  (Sign in ink) Practitioner name Date signed (mm/dd/yyyy)
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