
Coordination of Care

Authorization for Release of Information

I,  _______________________________________________________, authorize _________________________________ and ______________________________________  at phone number ________________________  to discuss, with each other, case information about me for the purpose of coordinating my treatment.  I authorize them to discuss whatever information they see fit based on their professional judgment with the exception of the special instructions (if any) below.
Special Instructions:

____________________________________________________________________________________________________________________________________________________________
_________     Only disclose information necessary for billing

_________     No special instructions
I understand this consent is in effect until I revoke it and that I may revoke the consent at any time. 

_____________________________________
________________

                      Client’s Signature                                      Date

