Greencastle Family Practice 

Counseling Services

Mental Health Counselors:




Paul D. Bitner, MS, LPC



Debra Main, MA, LPC
Diane Swan, MS, LPC
Nancy Morton, MSW, LCSW

Michael Linn, M.Ed. LPC
Melissa Grove, MS, LPC
John L. Grove Medical Center
                                       50 Eastern Ave., Suite 115
Greencastle, PA 17225

Telephone: (717) 597-0095

Fax: (717) 597-3147
___________________________________________________________________________________________________

Authorization to use and disclose protected health information


  Client’s Name (Last, First, MI)

_________________________________________________________

  Sex:
  Social Security Number:
       Date of Birth (Mo/Day/Yr)

I authorize Greencastle Family Practice, P.C., Counseling Services to use and disclose protected health information.

the following information: (please check one or both below)

Obtain
Release

 [  ]
 [  ]
Admission/Psychiatric Assessment

 [  ]
 [  ]
Communications for Discharge

 [  ]
 [  ]
Discharge Summary/Checklist

 [  ]
 [  ]
Office Notes

 [  ]
 [  ]
Consultation Report

 [  ]
 [  ]
Lab Reports, X-rays, EEG, EKG, CAT Scan     


Obtain
Release

 [  ]
 [  ]
Psychological Testing

 [  ]
 [  ]
Referral Letters

 [  ]
 [  ]
Return to Employment or Academic Setting

 [  ]
 [  ]
Social and Family History

 [  ]
 [  ]
Other: _____________________________

This information will be used for the following purpose(s):

 [  ]
Evaluation and Continuing Treatment

 [  ]
Coordinating Care

 [  ]
Other (specify): _________________________________________________________________________________________

__________________________________________________________________

(Person or agency)

__________________________________________________________________

(Address)

__________________________________________________________________

(City, State, Zip)

__________________________________________________________________

I hereby authorize the periodic use or disclosure of  protected health  information (PHI) to the parties identified above.  I understand that the PHI is confidential and protected from disclosure.  I understand that this consent is subject to revocation at any time unless action based on this authorization has already been taken.  I understand that further disclosure of the information to be disclosed may not be made without my written consent or is otherwise restricted by Federal Regulations (42 CFR, Part 2, Confidentiality of Alcohol and Drug Abuse Treatment Patient Records.)  I understand that if the person or organization that receives my PHI (described above) is not a health care provider or health insurer the information may no longer be protected by federal privacy regulations.  I affirm that everything in this form that was not clear to me has been explained and I believe I now understand all of it.

MY CONSENT TO RELEASE INFORMATION WILL EXPIRE WHEN I AM NO LONGER RECEIVING SERVICES FROM THE PARTIES IDENTIFIED ABOVE, OR ONE YEAR FROM THIS DATE, WHICHEVER COMES FIRST

Signature of client or personal representative         Date


Check One
  


____________________________________      _______
     [  ]  I was offered a copy of this authorization, but I decline 

Printed name of client or personal representative    Date
            to take one.

_____________________________________    _______
     [  ]  I acknowledge that I received a copy of this completed 

Description of personal representative’s authority

            form. 





_____________________________________

Signature of Witness


Date

_____________________________________    ______

I, a mental health professional, have discussed the issues above with the client and/or his personal representative.  My observations of his or her behavior and responses give me no reason to believe that this person is not fully competent to give informed and willing consent.
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