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Department of Psychiatry


Center for Cognitive Therapy
CONSENT FOR COMMUNICATION OF MEDICAL INFORMATION

***THIS IS NOT FOR COPYING OF MEDICAL RECORDS***

I, _____________________________________
, authorize ____________________________

              (Patient name) 










(Our facility/clinician name)











And
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

(Name/address/phone number of treating clinician and/or clinic and/or other party)

to communicate verbally and/or in writing with each other regarding my medical/ psychotherapeutic/psychopharmacological treatment, which includes information from treatment during the period from:

_______________ /______/_________ to _______________ /______/_________,

for the purpose of psychological assessment, treatment planning, and coordination of care.

This authorization shall remain valid for one (1) year from today.  I may renew this authorization at a later date if I choose to do so.

________________________________________

Printed Name of Patient








________________________________________













Patient’s Signature








Date of Signature


Time of Signature
________________________________________













Witness’s Signature     (CCT Staff Member)

Date of Signature


Time of Signature
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