[image: image1.emf]Trish Vernazza, M.A., MFT, ATR-BC

Licensed Marriage & Family Therapist MFC 38682

Board Certified Art Therapist #03-066

2774 Jefferson Street, Carlsbad, CA  92008

Mailing:  PO Box 4725, Oceanside, Ca 92056

760.439.8874  Fax 760.434-4789
www.TrishV.com  I    info@trishv.com
  COORDINATION OF CARE WITH PRIMARY CARE PHYSICIANS AND HEALTH CARE PROFESSIONALS

                                    CONSENT TO RELEASE INFORMATION 
Patient Name ___________________________________Date of Birth_____________________ 

Patient Address_________________________________Patient Phone ____________________

Name of Patients PCP____________________________________________________________

PCP Address____________________________________________________________________ IPCP Phone __________________________________PCP Fax #__________________________

I  authorize the discloure of confidential mental health infomration between Trish Vernazza and my Primary Healthcare Provider.  I give permission for discoloure of diagnosis and treatment information about my child or me for the purpose of continuity of care.  I Understand and expressly authorize the release of information related to any substance abuse of HIV state.

I hereby authorize Trish E. Vernazza, M.A., LMFT, ATR-BC., to contact the following individual(s) and/or agency(s) to obtain and share information that will faciliatate my involvement with the treatment I receive.  I understand that this authorization can be revoked by me at any time and that this information will not be shared with anyone else without my expressed written consent.  I also understand that information obtained may be kept on file by the therapist checked above for at least 7 years after I leave therapeutic services.  In the case that the client is a minor, I am authorizing the release of the information pertaining to the minor.

Name of Individual/Agency:  _____________________________________________________

Address:______________________________________________________________________

City________________________________State________________Zipcode_______________

Phone: __________________________________Fax: _________________________________

Name of Individual/Agency:  _____________________________________________________

Address:______________________________________________________________________

City________________________________State________________Zipcode_______________

Phone: __________________________________Fax: _________________________________

Print Client Name


Client Signature



Date

Therapist Name


Therapist Signature



Date
I request a copy of this release (please initial):    YES _______________   NO_________________
