Authorization to Obtain or Disclose and Use Protected Health Information

I am completing this form to allow the use and sharing of protected health information about

Printed name: _______________________________________________   Birth date: ________________________
This authorization refers to the following information:

____ Written or verbal summary of current mental health status, life stressors impacting on mental health, general treatment approach, and treatment progress.

____ Written or verbal summary of medical status and its impact on psychological functioning.

____ Written or verbal summary of psychiatric status, diagnosis, prognosis, and treatment.

____ Written or verbal summary of previous mental health treatment.

____ Written or verbal summary of school behavior and academic performance.

____ Other: ______________________________________________________________


Dates of care included in this authorization:

____
All

____
From _______________ to ______________

I authorize Leah M. Lagos, Psy.D, to use, disclose, or receive the information indicated above to/from the following person or organization: 

________________________________________________________________________________________________________
This information will be used/disclosed for the following purpose:

__
Mental health evaluation, treatment planning, and monitoring.

__
Other: _____________________________________________________________________________________________
I understand and agree that this authorization will be valid and in effect until

__
One month following the end of treatment with Dr. Lagos
__
Other date or event upon which this authorization expires: ___________________________________
I understand that I CAN REVOKE or cancel this authorization at any time by sending a letter to Leah M. Lagos, Psy.D.  If I do this, it will prevent any releases after the date it is received but cannot change the fact that some information may have been sent or shared before that date.

I understand that I DO NOT HAVE TO SIGN this authorization and that my refusal to sign will not affect my abilities to obtain treatment from Dr. Lagos, nor will it affect my eligibility for benefits.

I understand that I may inspect and have a copy of any written health information described in this authorization.

I understand that if the person or entity that receives the information is not a health care provider or health plan covered by federal privacy regulations, the information described above may be re-disclosed and no longer protected by those regulations.

I understand that Dr. Lagos may receive compensation for the disclosure of my health information.

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.

______I would like a copy of this completed form

_________________________________________________________________

_______________

Signature of client or parent/guardian                 





Date

_________________________________________________________________

_______________

Printed name of client or parent/guardian






Relationship to client

_________________________________________________________________________________________________

FOR OFFICE USE:

I 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.

____________________________________________________
Leah M. Lagos, Psy.D.
