Lorraine Ibold, MSW, LCSW

HEALTH CARE COORDINATION FORM
 (
CONSENT FOR RELEASE OF CONFIDENTIAL INFORM
ATION TO PRIMARY CARE PHYSICIAN
PATIENT NAME: ______________________________________________________DOB:______________________
MEMBER ID NUMBER OR SOCIAL SECURITY NUMBER: __________________________________________________
I hereby authorize the release of the medical information listed below which pertains to my medical history, mental or physical condition, or treatment, including information relating to my mental health diagnosis or treatment and/or substance abuse diagnosis and treatment to my primary health care physician:
Physician Name
Address
Phone Number
I understand that the release of this information is to permit my primary health care physician to monitor my health status and coordinate all the care, which I may receive from specialists. I further understand that I have a right to receive a copy of this authorization upon my request. 
This authorization becomes effective on the date signed and may be revoked by me at any time, except to the extent action has been taken in reliance hereon. If not earlier revoked, this authorization shall terminate automatically within one year of the date of execution. I understand that the information authorized by this release will be provided to the authorized recipient only. Additional information may be provided to this recipient only with signed consent from me.
Signature: __________________________________
Date: ______________________
SIGNATURE OF PATIENT OR LEGAL GAURDIAN
DATE
)




























Dear Dr. ______________________.  In order to coordinate care, I wish to inform you that your patient _____________________________		 was referred to me for treatment on ____/____/_____.
DX: 		Axis I___________________________________________________________________
		Axis II__________________________________________________________________
Axis III_________________________________________________________________
Recommendations:
1. Individual/family/group/couple/medication management
2. Labs:_______________________________________________________
3. Medications:________________________________________________

Clinician Name: ____________________________Signature: _____________________________________
