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HIPAA Notice of Privacy Practices
Consent and Assignment
(Release of Information)

hereby authorize Brian RIaung, LCSW, Colin Gillette, LMFT,   or designee(s)  to release and disclose

such  medical  records,  information,  and  documentation  as  may  be  necessary  or  appropriate  in  oi.der  to  process  insurance

claims; to provide ti.eatment plan updates to managed cat.e programs as 1.equested; and to obtain payment on my behalf.   I also
authorize the 1.elease of information acquired in the course of my assessment or ti-eatment and all information pertaining to my
history  and  progi.ess  of my  case.    I  agree  that  a  photo-copy  of  this,  my  oi.iginal,  shall  be  considered  equally  authentic.    I
understand  that  this  may  include  sensitive  diagnosis,   (i.e.,  mental  health,  developmental  disabilities,  alcohol/drug  abuse,
and/or AIDS/HIV).   I understand that this consent allows this information to be released orauy or through copies of medicnl
records to my insurance company or compensation carrier..

I  agree  to  hold  harmless  Brian  lqaung,  Colin  Gillette,  or  designee,  against  any  and  all  liability  damages,  clains,  or  suits,
including reasonable attomeys' fees in connection with the disclosure of information, including reports, as consented herein.

I  acknowledge that I have received a  copy of Brian Klaung's Notice of Pi.ivacy Practices  describing my rights  as  a patient of
Brian  Iqaung  and/or  Colin  Gillette,  and  describing Brian  Iaaung  and/or  Colin  Gfllette's  obhgations  regarding  the  use  and
disclosure of my health information.

I undei.stand that I am responsible  for notifying my insurance company to obtain authorization before service is provided if
required by my insurance.   I understand that if I  do not pre-certify my  treatment or obtain required referrals, I  may  cause a
reduction of benefits payable to Brian lqaung, LCSW, and I will be liable fo1. that loss or 1-eduction in benefits.

I  assign  payment  of medical  benefits  to  Brian  Iqaung,  LCSW,  for  services  described.    I  understand  that  I  am  financiallv

1.esponsible for chat.ges not covet-ed plus any and all costs incuiled in or related to  the collection of such charges including but
not limited to. reasonable collection agency charges of 30°/o of the account balance due.

Patient Signature

Guardian Signature (if patient is a minor)
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