Jacquie Lamb, LMHC, LLC
MH 11604

Independent Practice located at
Haile Market Therapy and Behavioral Medicine
2653 SW 87th Drive, Suite A, Gainesville, FL. 32608

(352) 331-0020
AUTHORIZATION TO TRANSFER/RECEIVE PATIENT INFORMATION

I hereby consent to have Jacquie Lamb (circle one) receive / release / both receive and release pertinent information regarding: 



Patient’s full name

 

Date of birth

Patient’s social security number

____________________________________________________

Address


__________________________________________
_________________________

City/State


Zip Code

Phone number

to/from the following persons/agencies to which disclosure is to be made:

Name





Address and/or phone number

____________________________

__________________________________________________

____________________________

__________________________________________________

Copies of Select Portions of the Record:

(   )
Progress Notes


(   )
Reports/Summaries

(   )
Insurance Information

(   )
No Restrictions/Entire Record

(   )
Verbal consultation for purpose of continuity of care

(   )
Other (Please specify, including any restrictions on releasing information to this entity: 


_______ I acknowledge, and hereby consent to such that the released information may contain alcohol, drug abuse, psychiatric, HIV testing, HIV results, or AIDS information.

I have read the above and authorize Jacquie Lamb to disclose such information as indicated. I understand that re-disclosure of this information to a party other than the one designated above is forbidden without additional authorizations on my part. I understand I have the right to revoke this consent in writing at any time except to the extent that action has taken place in reliance upon it. Unless I otherwise indicate or request, this consent will include records from the first date of contact until the termination of services and will expire 120 days after the termination of services.
____________________________________ 



___________________

Signature of Patient (or Parent/Legal Guardian)




Date

____________________________________ 



___________________

Signature of Witness







Date

Fees/Charges will comply with all laws and regulations applicable to release of information.

