Authorization for Release of Information

I authorize Liberty Place Assisted Living to discuss my care, needs and services with the following individuals in addition to myself, my doctor and/or my court appointed legal representative:

Name


Relationship


Address


Phone

__________________________________________________________________________________________       Name


Relationship


Address


Phone

__________________________________________________________________________________________       Name


Relationship


Address


Phone
____________________________________________________________________________________________

I authorize Liberty Place Assisted Living to discuss my care, needs, and services with my insurance company.

 [  ] Yes

[   ] No

To administer and/or store my medications, supplies, equipment, and/or mail on my behalf
 [  ] Yes

[   ] No

To enter my residential suite in my absence if necessary to perform scheduled services and maintenance.

 [  ] Yes

[   ] No

To send a copy of the monthly billing to my family or designated financially responsible agent.

 [  ] Yes

[   ] No
Individual to be sent billing:  
To check on my well being by entering my apartment during the night.

 [  ] Yes

[   ] No

 [  ] I authorize                      to dispense my medications. 




Pharmacy

It is also acknowledged that all responsibility incurred from the medications and their affiliated costs will be borne by the resident and/or legal representative.
To my physician, hospital, case manager, or home health provider: I hereby authorize you to discuss with Liberty Place Assisted Living and provide the Pharmacy and its representatives, all information and records known to you or your organization concerning my current and past medical history.

                                                                                    

___________

Signature of Resident/ Legal Representative    


Date
 

                                                                                    

___________

Witness


    

  


Date

*****************************************************************************************************************

This authorization will remain in effect until revised or canceled by the Resident or the Residents’ Legal Representative.

                                                                                  __________________

___________                 ________________                                                                 Signature of Resident or Legal Representative 
    
Date 

Authorization Canceled
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