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Release of Information
I authorize my healthcare provider and their representatives to provide from my records any and all information relating to an illness, injury, diagnosis, care or treatment to my insurance company, health plan, Medicaid, Medicare or third party payor or their agents, contractors, subcontractors or affiliates provided they agree that such information is kept confidential. Such information shall include but is not limited to: any medical records and medical information, including: psychiatric, psychological, nervous/mental, substance abuse, (e.g. alcohol and/or drug abuse) and HIV and HIV related information. I understand that the reason for furnishing such information may include the following: for use in medical, financial or provider auditing, or such other auditing as may be legally required, for utilization and/or quality of care review and assessment and for determining available health benefits and coverage.
Patient Privacy Agreement/Receipt of Notice of Privacy Practices
I give the health care provider authority to share with any consultant all information deemed necessary to coordinate my medical care. This includes sharing/mailing/faxing information to physicians, hospitals, pharmacists, and insurance companies. I acknowledge that I have been offered or have received a copy of the Southeastern Connecticut Therapy and Wellness Center, PC Privacy Practices. I understand that this document provides an explanation of the ways in which my health information may be used or disclosed by Southeastern Connecticut Therapy and Wellness Center, PC and of my rights with respect to my health information.
Your signature denotes understanding and agreement with all statements above.
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_______________

Print Patient’s Name




Date

______________________________________________

Signature of Patient or Patient’s Representative

