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PATIENT INFORMATION UPDATE SHEET

PATIENT NAME: ___________________________________________________ 

DATE OF BIRTH: ______ /______ /______

CURRENT PHONE # or EMAIL ________________________________________

CURRENT ADDRESS________________________________________________

NAME OF EMERGENCY CONTACT_____________________________________

RELATIONSHIP TO EMERGENCY CONTACT______________________________

SECONDARY CONTACT PHONE # _____________________________________

COUNSELING LOCATION ____________________________________________

COUNSELORS NAME________________________________________________

COUNSELORS #____________________________________________________


X___________________________________                   _____ /______ /______
PATIENT SIGNATURE                                                                            DATE

________________                                                               _____ /______ /______
PRS STAFF INITIALS                                                                              DATE

For the best possible outcome in your recovery, you are providing PRS with permission to share all information regarding your treatment course.  This information includes sharing your appointment compliance with your behavioral health entity, counselors, and therapist. This release will remain in effect until terminated by the patient in writing.
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