Psych Choices of the Delaware Valley
5060 State Road, Drexel Hill, PA 19026  --  Office (610) 626-8085    Fax (610) 626-8032
Consent to Release Protected Health Information

       Your health information is protected and will not be released without your consent.  Our Notice of Privacy Practices is available on our website at www.PsychChoices.com.  Communication between your mental health provider and your other health professionals allows us to provide the most effective care. 
Release of Information to my Primary Doctor or Other Health Care Provider:

       I understand that I am not required to give consent, and that this release is in compliance with the HIPAA laws governing release of confidential health records.  I hereby release the source of the records from liability arising from release of the records.  I agree that a copy of this form is acceptable.  If records are to be transmitted electronically I understand the possible risks.  I understand that I may consent to release of some but not all of my health information, if I so choose.  I understand that I may revoke this consent at any time except to the extent that action has been taken in reliance upon it and that in any event this consent shall expire twelve (12) months from the date of signature, unless another date is specified.
I, (name) _____________________________________ (date of birth)____________, authorize Psych Choices of the Delaware Valley to release information about my (or my child’s) treatment at Psych Choices to the health care provider named below:
Doctor’s Name (or other health professional):_____________________________________________ 

Doctor’s Phone____________________________ Fax (if known) ___________________________

Address (if known)_________________________City, State, Zip ____________________________
By signing below, I give my consent to disclosure of health information TO and/or FROM my health care provider:
 ( )  Psych Choices of the Delaware Valley may release any applicable mental health information TO my health care provider named above, and including telephone contact about my condition.
 X ___________________________________________________Date:
_____________________

Patient or Guardian Signature
By signing below, I give my consent for the health care provider listed above to release my health information to Psych Choices of the Delaware Valley:
X ___________________________________________________Date:
_____________________

Patient or Guardian Signature
By signing below, I give my consent to the release of my (or my child’s) health information to the family members or other persons listed below:
(Name) _______________________________ Relationship___________ Phone___________________
(Name) _______________________________ Relationship___________ Phone___________________
__________________________________________________Date _____________________
Patient/Guardian signature
