Lake Point Therapy
261 School Avenue, Suite 220
Excelsior, MN 55331
Phone: (952)294-6684
Fax: (952)300-3605

Authorization to Verbally Discuss Protected Health Information
Authorization for written consent (including by email)
Patient Name__________________________________________________DOB____________________
Telephone Number_____________________________________________________________________

Please circle the information that may be talked about:
Payments	Appointments		Treatment Plan/Care
Chemical Dependency information	AIDS/HIV related illness/testing
Other (specify):________________________________________________________________________

[bookmark: _GoBack]Lake Point Therapy has my permission to share and talk about the information I have circled above with the person(s) involved in my care or payment that I list below:

Name________________________________________________________________________________
Address:______________________________________________________________________________
Home phone:_________________________________Email:____________________________________

I understand I may revoke this authorization by written request at any time to the address listed at the top of this form. This authorization will automatically expire one year from the date of my signature.


________________________________________                                                                _______________
Signature of Patient/Legal Representative                                                                             Date


________________________________________                            ________________________________
Print Name of Legal Representative                                                    Legal Representative’s authority to sign
								(Parent, guardian, health care power of attorney, etc.)

Reason Patient is unable to sign(circle):  Minor	  Deceased	Other:__________________

