AUTHORIZATION TO ENCHANGE

PROTECTED HEALTH INFORMATION

Client Name: ___________________________

Date of Birth: __________________

I hereby authorize Erika Neil, LCSW to exchange the specific protected health information described below only for the purposes and to the parties described below:

Description of the specific information to be exchanged:


Diagnosis, treatment, progress

The information will be exchanged for the following purposes:


Coordination of services

The information will be exchanged with:

Name:

Address:

Phone:

Fax:

This authorization is valid until treatment ends unless I revoke or terminate this authorization at any time by submitting a written and signed revocation.

_______________________





____________________

Signature of client






Date

______________________________

Printed name of client
