Uc bbPoJ*V <oPCLA-A* bPP>MN<PNobU®
Tele-Mental Health Services, provided by

NN
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<PNoNAA* N<IKMbUa™® DLPP-A
PNMTd-A*
Consent to the Disclosure of PHI

IMPRINT OR ENTER DETAILS BY HAND

bAa PCA ot b-AMAY Agency client # MRN
[ >Cdr Client
o |, [ bbabVolt/bPdoct N>oCL<Y
<D >-A~A* Enter name Guardian/Substitute decision maker

o<PC2da V9 Uc bbofV doP-Aa* bCaobUP* NKPNa v PLYPP-A NKMTdA* <:

authorize one of the Tele-Mental Health Service locations to disclose the PHI of:

PSNGE PCIX PAAA®  Enter client name

bAS' DI AABUPY: U bbof*V doPCLAA aP"bdA NKMIA,

Consisting of: Tele-Mental Health Consultation Report,
>d bo DS AAbAY:
To the following: PSNG® VS obA LYPPAC, VS'oblP bboJSV <JoPCLIA* b4 JC* Name of physician, mental health agency, etc.

PSNG® VS ab” LYPPAT, VS/'ablb bbosSV <oPCLIA* b4 JC° Name of physician, mental health agency etc.

[ >Cd’ Client
o |, [ bbabVolt/bPdoct N>oCL<Y
<% >AFA*  Enter name Guardian/Substitute decision maker
o<PCe<da Uc bbod*V <oPCLAA* LY bBMdobUP b4
authorize the Tele-Mental Health Coordinating Agency & PSNGE VS ablUP JoPAbI, LYPPAC, bboJ™V JoPAbl® b4 dCb agency name
P<PNal<t BPLYPP-A NKPT A <K
to disclose the PHI of PSNI® PCAX PAAA®  Enter client name
bASPSAABUCP:
consisting of AC® -Vdo® NNa-V PLPP-A N<ITdA* 9<<IbUo® Description of PHI to be disclosed

AAL V&9 Uc bbod™V <oPCLAAc® bCa _obUP®. To one of the Tele-Mental Health Service locations.

‘A*MQ-A* bIMbUP bL-<DoblUP N<KPIA* Notice of Collection

N<r1-Aa® bBM>CAcbUP* AAL Uc bbod™V doPCLAAc® Cod' <PNobU-<d* LLCAAdD ba-VMNA-Acg® NS<IKCP* QoP>aUpP
boI<I-C DCdr®, Ao T o doPA% QodT o aaCAPANGA* bAS W0 MM aaCAPAbA PCdY, b4 dCPY* bAa <CP*
bAadobUb PadodAc®. PPL b4 DMCdobU NAaV PCdY PNKMTd-Aa® AbN<<MbUo® AAL LYPP-A aablMM9-Ac® (ICES)
bPA-@Ub AAL <AAAbo™® 45 D*UnP> NAa-V DCdY PNLKMTdA* Padoq-A* bAaUb. DPL bDML-<DobUP* NN d-Acd CP>I
LL-AobU<* VJ&b* bAalMILbP* b4 bC-P/* DL LANA-V-Ac® CPMN<o™q PPadMMbU-<4%.

O o*NoC* Vadls® PA-ACLJY* b7P* Ada® o b4 o CAONSE LPS NICPY,
oPAC* PPA™ <oCL* DDL PCPY* PPoLAAc® AL b4 aaCAPANAA ASLMAAQ® b A* CASLY MPDN o™ AAM9Lbe
o ArAd-Aca®™ PPL A09 Uc bbodV-A doPCLY-Ac®. Agreement to be contacted about research opportunities.

DPAL® P-AAA*  Print name >PIAPNA*  Signature VaPA (YYYY-MM-DD) N<Ab®

DPAL® P-AA A Print name DPA>NA*  Signature VaPAt (YYYY-MM-DD) N<Ab*
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