College Health IPA

HEALTH CARE COORDINATION FORM


ATTENTION:










DATE:

FAX NUMBER:









PAGES:

PART ONE:
Authorization for Disclosure of Health Information

I hereby authorize (name of current provider): ____________________________________________________

Address






Telephone



Fax

To coordinate my care with (name of provider): ___________________________________________________

Address






Telephone



Fax

The purpose of disclosure is to coordinate my health care services by providing the information below.  This authorization shall become effective immediately and shall remain in effect until (date):  __________

I understand that any requests to revise or cancel this authorization must be in writing; that I can request a copy of this signed release; that the recipient of this information may not further use or disclose unless another authorization is obtained from me or unless such use or disclosure is specifically required or permitted by law; and that treatment cannot be conditioned based upon signing this authorization.

Print Patient Name
Signature (If signed by parent/guardian, indicate relationship)


Witness Signature
Date

PART TWO:
Health Information

	Last Date of Service
	
	

	

	Diagnosis
	
	

	
	
	
	

	Current Treatment Plan 
	
	· Individual Therapy
	· Couples Therapy

	(Check all that apply)
	
	· Family Therapy
	· Group Therapy

	
	
	· Medication Management
	

	

	Medications Managed By
	
	

	

	Medication Names and Dosages
	1.
	
	
	

	
	2.
	
	
	

	
	3.
	
	
	

	

	Treatment Completed
	
	· Yes
	· No


This fax transmission, including any attachments, contains information, which may be confidential or privileged. The information is intended to be for the use of the individual or entity named above. If you are not the intended recipient, be aware that any disclosure, copying, distribution or use of the contents of this information is prohibited.  If you have received this fax in error, please notify the sender immediately and destroy all hard copies of the communication, including attachments. 


