
 

 

COASTAL MENTAL HEALTH CENTER 

Consent For Primary Care Physician (PCP) Contact 
 

At CMHC we strive to provide the most comprehensive treatment to you and/or your child.  

Based on this, we are asking that you allow us to notify your PCP that you or your child are 

now involved in mental health counseling and/or psychiatric services.  In this way there is a 

continuum of care between practitioners who are committed to the care and well-being of 

you or your child.   
 

We will initially send the attached letter with a copy of the Release of Information that you 

sign.  At any time that there is a need for communication between practitioners we will do so.  

The other practitioner will be able to do the same.  You may also request this at any point in 

your treatment. 
 

Should you change or add providers we ask that you notify staff working with you so that we 

can update this information. 

Please complete the following information in addition to the attached release of information. 
 

Name of Primary Care Physician: _________________________________ 
 

Telephone Number:     (          )                            ext:               . 
 

Secondary Physician:   _________________________________  

Telephone Number:   ______________________ext:               .  
 

_________________________________  ___________________ 

Client or Parent Guardian Signature                     Date 
 

IF YOU DID NOT FILL OUT THE PCP INFORMATION ABOVE PLEASE CHECK 

ONE OF THE TWO CHOICES BELOW: 

1.  Do not currently have a PCP:    
 

I, or the child I am parent/guardian to, currently do not have a PCP and understand that it has been 

recommended that I obtain one.  Should I need assistance with this I will be referred to the Physicians 

referral program in my area.  Once obtained I will notify the clinician assigned to my case so that the 

above process can be completed. 

 

_________________________________        ___________________ 

    Client or Parent Guardian Signature   Date 

___________________________________________________________________________ 
 

2.  Choose not to have my PCP contacted:    
 

I choose not to have my PCP or any other MD involved with my care be notified of my or my child’s 

involvement in mental health and/or psychiatric services.  I understand that should I be prescribed 

medication or there be a significant event that warrants medical consultation this issue will be again 

be discussed with me.  If it is felt that failure for CMHC to be able to consult with the MD(s) who are 

providing medical treatment to me or the child I am parent/guardian to may result in harm to me I 

understand that CMHC reserves the right to then end my treatment with an appropriate referral for 

services elsewhere made. 

 

______________________________________    __________________    

      Client or Parent/Guardian Signature   Date     (7/08) 

   


