Hope, Healing & Holistic Psychiatry
Nicole L. Flanagan PMHNP-BC

    Patient Authorization for Use and Disclosure of Protected Health Information



Client Name: ____________________________________ Date of Birth: ____________ Client ID: _______________

Client Address: ______________________________________ City: _________________ State: ____  Zip: ________


[bookmark: Check6]|_| I hereby authorize Nicole L. Flanagan PMHNP -BC to disclose any and all of my health information to:  

|_| I hereby authorize the following to disclose my health information to Nicole L. Flanagan PMHNP-BC:

Name/Organization: __________________________________ Relationship: ____________  Phone: __________________

Address: ______________________________________________________________________ Fax: ___________________

[bookmark: Check8][bookmark: Check9][bookmark: Check10][bookmark: Check11][bookmark: Check12]Purpose of Disclosure: |_| Care Coordination  |_| Insurance Authorization  |_| Legal Matter  |_| Client Request  |_| Other:  

Dates of Service to be disclosed: ______/______/_____to______/______/_____   or   |_|  Start of your Treatment to Present

[bookmark: _Hlk498224115]Method of Release/Disclosure:      |_| Telephone/Verbal      |_| Printed Materials      |_|  Fax     |_|  Email      |_| All Methods

1. Information to be disclosed:
	|_| Psychiatric Eval
	|_| Laboratory Data  
	 |_| Treatment Plan     |_| Assessment     |_| Entire Chart   

	|_| Medication Profile                           
	
|_| Progress Notes       |_|  Discharge Summary     |_| Other :________________



2. To the extent applicable, I understand that my medical record may contain information that is considered sensitive under the law. My check mark(s) below indicate(s) that I do NOT permit information of this type, if it exists, to be released. I understand that if I do not check the box, Nicole Flanagan, PMHNP may release such information about me if it exists.
	[bookmark: Check1]|_| HIV/AIDS infection
	[bookmark: Check2]|_| Sexually transmitted diseases
	 

	[bookmark: Check5]|_| Mental Health
	
|_| Genetic information                 |_| Substance Abuse and/or Treatment




3. “I understand that my records are protected under the federal regulations governing Confidentiality of Alcohol and Drug Abuse Patient Records, 42 C.F.R., Part 2, and the Health Insurance Portability and Accountability Act of 1996 (HIPPA), 45 C.F.R. parts 160 & 164, RI State Laws and cannot be disclosed without my written consent unless otherwise provided for in the regulations. 

4. It is my understanding that this authorization will expire in one (1) year from the date signed below.  I understand that I may revoke this authorization by notifying Nicole Flanagan PMHNP-BC. I understand that any previously disclosed information would not be subject to my revocation request.

5. “I understand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain treatment, payment or my eligibility for benefits, unless otherwise described in the space provided here.”


* This form must be fully complete before signing, especially in highlighted areas *



_________________________________________________________________		___________________________
Signature of Patient or Patient’s Legal Representative   					Date		


___________________________________________________________________		________________________	
Printed Patient Name or Legal Representative Name (if applicable)			Relationship to Patient	


____________________________________________________________________		___________________________
Witness Signature									Date
14566493.1


154 Waterman Street  Suite 15, 3rd Floor  Providence, RI 02906
Tel: (401) 251-0628   Fax: (401) 340-1580   Email: Hello@NicoleFlanaganNP.SpruceCare.com
