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CONSENT TO USE OR DISCLOSE INFORMATION FOR TREAMENT, PAYMENT, AND HEALTH CARE OPERATIONS
As a Transformation Project Client, I hereby authorize and request a release of information between:

The Transformation Project   
    and         ________________________________________



     


Person or Agency

4431 SW 64 Ave Ste 107-109
                   ________________________________________






Street Address

Davie, Florida 33314-3458

       ________________________________________






City


State

Zip Code

Phone: (954) 797-7430 

Fax: (954) 797-6782


       ________________________________________






Phone / Fax Number

Federal regulations allow us to use or disclose protected health information from your record in order to provide treatment to you, to obtain payment for the services we provide, and for other professional activites known as “health care operations” (for example, quality improvement activities).
With this consent form, we are asking you to make this permission explicit. By signing this consent, you are giving us permission to use or disclose your protected health information for these activities.

These uses and disclosures are described more fully in our Notice of Privacy Practices. You have the right to review that Notice before signing this consent. We reserve the right to revise our Notice of Privacy Practices at any time. If we do so, the revised Notice will be posted in the waiting room. You may ask for a printed copy of our Notice at any time. 

You may ask us to restrict the use and disclosure of certain information in your record that otherwise would be allowed for treatment, payment, or health care operations. However, we may not agree to these restrictions. If we do agree to a restriction, that agreement is binding. 

I understand that, if the recipient is not a health care provider or a health plan, the information disclosed under this authorization may no longer be protected by federal privacy regulations and may be re-disclosed by the recipient.You may revoke this consent at any time by giving written notification. Such revocation will not affect any action taken in reliance on the consent prior to the revocation. 
The specific information to be exchanged/released includes the following:

_____ Dates of all counseling or testing sessions

_____Initial diagnosis &/or Treatment plan






_____Progress during treatment



_____ Current condition or condition at date of

last counseling appointment

_____As follows: 


______________________________________________________________________________________

This authorization will expire on: Date___________________
I hereby consent to the use or disclosure of my protected health information as specified above.

___________________________________


Date of birth_______________
Print Name

_______________________________________


____________________________

Signature of Patient or Personal Representative


Date

Relationship of Personal Representative to the Patient: _____________________________

Consent
