Immediate Mentél Héaii:h C'axé

ORA FRANKEL,MD~ DANIELLE ROGERS-CANDEE,APRN-Courtney Bache, APRN

2415 LIME KILN LANE - SUITEB « LOUISVILLE, KENTUCKY 40222
(502) 414-4557-FAX 502-873-0021

We thank you for choosing The Couch for your immediate and continual mental
health needs. Let us know if we can assist you in any way. We strive to heIP you feel
satistied and Fu”& comfortable with every aspect of your care and treatment. Here at
The Couch we be]ievc that “getting he[P should be comfortable”.

i you do not mind, P]ease he[P our business continue to grow 133 talcfnga few
moments to fill out a few questions. All information that you Providc is Protectec[ under
HIPPA law, and will not be disclosed in any manner without your direct written consent.
Thank you very much for your time. if there is anything our staff can do to hcfP you,
Please do not hesitate to ask.

-~ The Couch Immediate Mental Health Care

i you were referred to The Couci'z, whotold you about the office?

if no one referred you, how did you hear about The Couch?

Do you currcn’clg seca therapist or Psgchiatn’st? ___Yes No

it yes, whom do you see?

Whois your most recent cmP]oger?

Would you ke any of your records from todag’s aPPoin’cmcnt tobe sent to a P[nysician’s office, theraPis’t, or
stchiatrist that you currently are a patient of? Yes NO
Py Y yareap

f you select “YES?, Pieasc include their name and contact information on the Fo"owing authorization forms)
Primary Pharmacg:

Pharmac3 ZiP Code:

Pharmacg Phone Number:



Al

UTHORIZATION TQ RELEASE PROTECTED HEALTH CARE INFORMATION

TO:THE couicH

Pursuant to the Health Insurance Poxtabitity and Accountability Act (HIPPA) Priva
Regulation, 45 CFR §164.508, the ap ove named healthcare provider is hereby 7
authorized tg release to {Doctor,
Insurance, Family member,

I ete},or any of it’s representatives, all medical records
Including but not limited 10: history and physical records, admission and consent
forms, office Rotes, orders and Progress notes, discharge Summaries, emergency room
records, operative records, in-patient; out-patient, clinic and physical therapy records,

nurses notes, consultation reports, lab repoxts, special diagnostic reports, films ofx-
rays, MRIs, CT scans or P iatri

—(DOB) - has received from you or atyour
Institotion or which may be contained in the patient’s chart. A photo static copy hereof
i i entitled to one free copy
will be charged $1.00 per page

tain medical records pertaining
(Patient name) psychiatric condition, which may be
relevant for ongoing treatment Planning, care, or other as designated by client. This

authorization expires 6 months from the date signed. The aforementioned expiration
date has not passed.

(Patient name) has the right to revoke this authoxrization
In writing by Droviding a signed, written notice of revocation to the above-named
healthcare provider and the requesting party.

Print patient name

Patienr Signature

(If personal representative sign and describe his/her authority.)
Date;




Pursuant o the Health Insurance Portability and Accountability Act (HIPPA) Privacy Regulations, 45
CFR §164.508, the provider listed above is hereby authorized to refease o ’
({Docior, nsu F 3
all psychotherapy notes-non-redacted which you have cang hotostat oepy onpoh S 1

eMing me. A photostatic copy hersof shall
beasvafidasthe original.

The purpose of this authorization and request ids to obigin Psychotherapy notes pe ing to

~ — - (Patient name ., Which be r 1
as it pertains fo ongoing treatment or as otherwise noted by client. 2 e monthy

T This authorization expires 6 months
from the date signed by client. The aforementioned date has not passed,

" — — (Pafient name) has fhe Hght fo revoke
this authorzadon i writing by providing signed, written notice of revocation to the above-named
healthcare provider.

'I:he abc\f?—named healfhcare provider may not condifon treatmert or payment on whether the above-
Iisted patient executes tnis organization, The information disciosed purstant fo {his authorization may

be subjectto re-disclosure and no

onger protected by the privacy regulations promulgated fo the
Health Insurance Portability and Accountability Act (HIPPA).
(Printiype pafient nams) (Printftype patient name — Sporse/Chid)
(Pafient Signature) (Pafient Signature)
[if personal representative sign and describe [ff personal representative sign and describe
his/her authorfy] his/her amthorty]
Social Security Nos Social Security No.:
Date of Birth: Date of Birih:
Date of Signaiures Date of Signature;

HIPPA provides special protections fo certain medical records known as “psyd’ntrﬂlerapg notes”, i
Psychotherapy notes are defined under HIPPA as notes recorded by a healih care provider who is a menizl
health professional documenting or analyzing the conterts of & conversation during a private counseling
session ora group , joint, or family counseling session and that are separated from the rest of the
individual's medicaf recard,

Exclitded from: the definition are the followina:
"= Medicafion prescripfion and monftoring;
Counseling session startang stop fimes;
The modalifes and Trequencies of ‘Treatment fumished;

Any summary of the following ftems: Diagnosis, funclional status, the freatment plan, sympfoms,
prognosis, and progress {o date.

¢ o 0

- subject of the psychotherapy notes must sign 2 HIPPA compliant authorization to release other medical records;
thel"‘&ore, the pafient in orderfor the providerto release medical records and psychotherapy nofes must sign fwo
autizoriention Torms:. .

Each client is enfitfed to one free copy of his or her medical record. Additional copies will be charged $1.00
perpage



