Suzanne M. Devine, MA, LPC, CAADC
Client Record
Administrative








ACCT ID#___________

Client: _________________________SS #: ___________________DOB: __/__/___     

Sex: M__ F__​​ Spouse/Guardian/Parent : ________________________DOB: __/__/__

Address: ________________________________City/St/Zip: ____________________

Phone: Home: (___)_________________ Cell.: (____)_________________________)

Employer / School:______________________

Emergency Contact:__________________Emergency phone#:__________________

FINANCIAL INFORMATION (must be completed):

Party responsible for payment: ____________________________________________

Health Insurance Company: ______________________________________________

Name of Policy Holder:____________________SS # of guarantor________________

Identification #___________________Group #_________Guarantor DOB___/___/___

2nd Insurance Company: ___________________________Policy #_______________

Authorization to Obtain / Release Information from Primary Care Physician

Please check on (must be completed)  

[ ] I authorize

[ ] I DO NOT authorize    [ ] No PCP

Suzanne M. Devine, MA, LPC, CAADC to release the reason for seeking treatment, treatment plan, diagnosis pertaining to my treatment during the period beginning _________ and ending 1(one) year after, thereafter.  This information is needed for the purpose of coordinating treatment. These records are to be released to my primary care physician. I have been informed that I have the right to revoke consent at any time by oral and written request, except to the extent that action has been taken in reliance on the authorization.  I have been informed of my rights, subject to chapter 7100.111.3 of the Pennsylvania Mental Health Procedures Act and/ or subject to Pennsylvania Drug and Alcohol Abuse Control Act, to inspect the material to be released.  This form has been fully explained and I certify that I understand its contents and have been offered a copy.

________________________________


           _______________________________

Signature of Client 

Date




Signature of Witness
          Date

Or Guardian of Client if Under 18 years of age

Primary Care physician name:____________________________________________________

Address:____________________________________City/St/Zip:________________________

Telephone #:________________________   Fax #:________________________

4/3/2013
