
AUTHORIZATION FOR DISCLOSURE OF PROTECTED HEALTH INFORITIATION

Counseling Seruher, Coastal Carolina Univefi ity

COTIPLETE It{ FULL.

'1. Patient lnfomation:

Name- Last Fr6t, Ml

Localsludenladdress or CCU box Ieephone number

City Stale ZJP code

CCU lD or SS# Blrth date

2. Records Released From 3. Records Released To:

Name - (i.e., h6alh holity,
physician... )

Streel address

City State ZIP code

lax

llOTlCE: Confidential healh inlorma6d1 is proteded by stale and tuderallaw, inchdhg but not limited to he l-lealh insurance Porbbility and Accountability Ad

and are not probclod by his autDrizalioo and certaan federal regulatons dealang wi8r he privac) ol individually identifablg heath information (45 CFR Parl lM, Subpad E).

1, REASOT{ FOR DISCLOSURE:

Dultler ir€dical C€rc D-ega nquiry

flohanghg or New Physichnfi]e6rst E OJhalht Caro

Dl€ntalHealh Trcatnenuconsult fFe6oiat
D,t€dicatioi Er€luation flAss€6sm€nt

Dqcade.ni.s fhccessiutity & Obabitity

Dnpatid{ Care E Higher L6',/el of Care

D€rmissiontospeak(asidenlifedinseclion3) )Coher: Reouestfor
PsYdolooical Wrtdrawal

6. EAdetailed message maybe lefron mycellphone.

Number:

5. Protected Health lnfomation T0 BE RELEASED:

Date(s) of treatmen

lhave had $e opportrnily to r6ad his hdity's Nolice of P.ivacy Pradices and ha'/e had allol my questjo0s regadng hb Nolice answored to my salisfadion.

I understand hat only healh care prvirers, phns and d€adng houses must bllor{ he fdeEl pdv8cy standards. lf an individual or organizaton receiving my pobd€d healh

o.dortowitdranhis au$odza[on, wdten notification is required.

ff srdological Ass€ssincrt

fl Counseling beatnent rocords/inbrmatjon

Drosqipli{rs
Stendarco
mo/nsek tbbs

Dll€hbl Hoalh TEatnsrucrosuh

Dcounseling and Consultation Visit

flelBr of Summary

of my signabre.

lhave had an opporfunify to review and undersland he conbnl of his auhorization form. Bysigning his auhorizaton, , am confmir! hat it acqrrately refleds my wishes.

Patient signafu rc /legalreprqsentative 0ate

lf he sillnor is nothe patent,shle relationship and auhonty to do so

Type of identifcalion presented

Name - {i.e., insulanco, lart yer,

physician, a(idemics, and sdf...)

Provost Ofllce Personnel

Sfeel address

bis space only to wihdraw co.rs€n

I riihdraw my cons€nl to rclese any informatoi hat has not already beql released as a resun of pdor auhorizatlr- SEnafure of Clienl (or Legal Guardian )

FOR OFFICE USE ONLY

Dato PHI rel€ased (fax or email)

Comments

SEnature

ngiveCounselingservicespermissiontospeakwiltrmyacademicadminisrator-aboutmatlerspertainirElomyp6ychologicallvithdralval

7. PATIENT RIGHTS:


