McCutchen Counseling, PLLC


Authorization for Access to Health Information

Marisa McCutchen, LCMHC

This authorization pertains to Protected Health Information (PHI) regarding:

Name:____________________________________________    DOB: _______________

This authorization gives Marisa McCutchen, LCMHC permission to (please check all that apply):



Provide written PHI to the individual or entity names below:



Obtain written PHI from the individual or entity named below.



Exchange PHI verbally with the individual or entity named below.

Name: __________________________________________________________________

Relationship: ____________________________________________________________

Address: ________________________________________________________________

   ________________________________________________________________

Phone Number: ______________________________________

Fax Number: ________________________________________

The PHI covered by this authorization is to be used for (please check all that apply):



Treatment Planning


Coordination of Care



Evaluation



Emergency Contact



Emergency Only


Other: ______________________________

This authorization covers PHI spanning the period of: ______________________ to 

________________________.  This includes PHI of the following type/s:


Clinical Database


Treatment Plan

Progress Notes


Medication List


Medical History


Lab Reports


Substance Abuse History

Discharge Summary


Other: ____________________________________________________________

I specifically authorize disclosure of information concerning (please initial):

_____ My Alcohol or Drug Abuse Treatment
________My HIV/AIDS Status

_____ Genetic Coding

I understand I may revoke this authorization in writing at any time, except that the revocation will not have effect on action taken by the provider based on this authorization before written notice of revocation is received by the provider.  Written revocation may be made to: Marisa McCutchen, P.O. Box 261, Barrington, NH  03825.

This authorization shall expire one year from the date of signature below unless otherwise indicated here: ________________________________.

_____________________________________
__________________________

Signature of Client




Date of Signatire

_____________________________________

Print Name

1

