 BETHEL OLENTANGY PSYCHOLOGICAL SERVICES

    M.A. Orcutt, Ph.D. & Associates


                                                                      An Association of Independent Practitioners   
                                                                                       4949 OLENTANGY RIVER ROAD
                                                                               COLUMBUS, OH 43214

                                                                                       ____________
                                                                               TELEPHONE: (614) 451-6606
                                                                                                             FAX: (614) 451-2923
  RELEASE OF INFORMATION

 FOR PRIMARY CARE PHYSICIAN

We find that it can frequently be useful for your physician to know that you are involved in counseling/therapy, particularly if there is a need for medication.  Many managed care companies now request that we have contact with the primary care physician.  You have the right to decide whether your physician knows about your treatment or not, and your treatment records are protected by confidentiality laws (42 CRF Part 2): We will not release any information without your written consent.  This release will stay in effect unless you sign to revoke it with us.  


Please let us know what you would like:


I, *________________________________________, hereby authorize




___________________________




          (Psychologist Name)

Please check one:


____ to exchange any applicable information with my physician

* {
____ to exchange only medication information with my physician


____ not to exchange information with my physician


*_______________________________*__________________________*______________________


Print name of patient                              Date of Birth                                              SS#


*________________________


    *_____________________


Signature of patient



    
     Date


_________________________


    ______________________


Signature of Parent/Guardian



     Date



    *   Name of Physician: ______________________________________________




        *    Address: ______________________________________________






   ​​​​​​​​​​​​​​______________________________________________




        *
   Phone: _______________________




        *
       Fax: _______________________

