Authorization to Disclose Protected Health Information to Primary Care Physician
______________________________________      ___________________________      _________________
                          PATIENT NAME                                       PATIENT ID NUMBER                  DATE OF BIRTH

Physician’s Name  ________________________________________  Telephone #  _______________________

Address  ___________________________________________________________________________________
Dear Doctor  ________________________________,
Your patient named above was seen for outpatient mental health services.  I hope that the following information will be helpful in coordinating this patient’s care.
Date of initial consultation:  ____________________  Date of next appointment: ______________________
Diagnoses and/or presenting problem:  ________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________Treatment recommendations:  ________________________________________________________________

__________________________________________________________________________________________

Medications patient reports presently taking:____________________________________________________

__________________________________________________________________________________________

Please call if further information would be helpful.  My office telephone number is 484-592-0337.
Sincerely,

               ______________________________________________            Meredith Lisa Kramer MSW, LCSW   
                                            Clinician’s Signature


             Clinician’s Name Printed

NOTICE TO RECIPIENT OF INFORMTION
This information has been disclosed to you from records the confidentiality of which may be protected federal and/or state law.  If the records are so protected, Federal Regulation (42 CFR Part 2) prohibits you from making any further disclosure of this information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains, or as otherwise permitted by 42 CFR Part 2.  A general authorization for the release of medical or other information is NOT sufficient for this purpose.  The Federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.
AUTHORIZATION

I,  ________________________________________hereby authorize  Meredith Lisa Kramer MSW, LCSW                  

                       Print Patient’s Name                                                                      Clinician’s Name
Please Check one:  _____  To release any applicable mental health information to my primary care physician.
                                _____  Not to release any information to my primary care physician.
I may revoke this authorization at any time except to the extent that action has been taken in reliance upon it.  If I do not revoke this authorization, it will expire one year after I have terminated treatment.
________________________________________     ____________________________    __________________
             Signature of Patient or Guardian                     Print Name and Relationship

       Date






Meredith Lisa Kramer MSW, LCSW

1062 Lancaster Avenue, Suite 5B, Rosemont, Pennsylvania 19010


