

65 THOMAS JOHNSON DR. SUITE A  FREDERICK, MARYLAND 21702  240-651-5280

Coordination of Care and Release of INformation Form

Please provide the information below to help us gather information to further the care of your family member.  This release is to obtain records only.   Monocacy Start Center maintains client confidentiality and will not disclose any information to any individual or organization listed on this form.  Please be advised that your insurance company may request this information as part of the treatment plan. 

My signature below authorizes (a) Monocacy Start Center to release information about my family member (Client) to the provider listed below and (b) for the provider listed below to release information about my family member (Client) to Monocacy Start Center for the purpose of treatment planning and coordination of care.  I provide this authorization voluntarily with knowledge as to the nature of and information contained in these records, and the implications of its release.  

I understand that I may revoke this consent at any time except to the extent that action based on this consent has already been taken.  This consent will expire automatically after one year (365 days) from the date on which it is signed or upon the fulfillment of the above purposes or on       /         /   _________.

I also know that I have the right to ask for and receive a copy of this authorization.  I agree that a photocopy of this authorization will be as valid as the original.

Client/Child:                                                               	Date of Birth:                                    	     


	
Primary Care Physician 
            
      	Name: ______________________________ Practice/Group: _____________________________

        	Address: _______________________________________________________________________

         	Phone: ________________________             Fax: ________________________________

Information to be released:
		Documentation for Collaboration of Care
		Verbal exchange
		Treatment summary
		Reports


_____________________________________________	_____________________
 Signature of Client or of Parent or Guardian			Date







Coordination of Care and Release of INformation Form

Please provide the information below to help us gather information to further the care of your family member.  This release is to obtain records only.   Monocacy Start Center maintains client confidentiality and will not disclose any information to any individual or organization listed on this form.  Please be advised that your insurance company may request this information as part of the treatment plan. 

My signature below authorizes (a) Monocacy Start Center to release information about my family member (Client/Child) to the provider listed below and (b) for the provider listed below to release information about my family member (Client/Child) to Monocacy Start Center for the purpose of treatment planning and coordination of care.  I provide this authorization voluntarily with knowledge as to the nature of and information contained in these records, and the implications of its release.  

I understand that I may revoke this consent at any time except to the extent that action based on this consent has already been taken.  This consent will expire automatically after one year (365 days) from the date on which it is signed or upon the fulfillment of the above purposes or on       /         /   _________.

I also know that I have the right to ask for and receive a copy of this authorization.  I agree that a photocopy of this authorization will be as valid as the original.

Client/Child:                                                               	Date of Birth:                                    	     


	Psychiatrist
	
           	Name: ______________________________ Practice/Group ______________________________

            Address: _______________________________________________________________________

            Phone: ________________________             Fax: ________________________________
	
  Information to be released:
		Documentation for Collaboration of Care
		Verbal exchange
		Treatment summary
		Reports


_____________________________________________	_____________________
 Signature of Client or of Parent or Guardian			Date







Coordination of Care and Release of INformation Form

Please provide the information below to help us gather information to further the care of your family member.  This release is to obtain records only.   Monocacy Start Center maintains client confidentiality and will not disclose any information to any individual or organization listed on this form.  Please be advised that your insurance company may request this information as part of the treatment plan. 

My signature below authorizes (a) Monocacy Start Center to release information about my family member (Client/Child) to the provider listed below and (b) for the provider listed below to release information about my family member (Client/Child) to Monocacy Start Center for the purpose of treatment planning and coordination of care.  I provide this authorization voluntarily with knowledge as to the nature of and information contained in these records, and the implications of its release.  

I understand that I may revoke this consent at any time except to the extent that action based on this consent has already been taken.  This consent will expire automatically after one year (365 days) from the date on which it is signed or upon the fulfillment of the above purposes or on       /         /   _________.

I also know that I have the right to ask for and receive a copy of this authorization.  I agree that a photocopy of this authorization will be as valid as the original.

Client/Child:                                                               	Date of Birth:                                    	     
	     

	Other Medical Specialists: (e.g., neurologist, geneticist, etc…)
	
    Specialty:  ________________________________ 

           	Name: ______________________________ Practice/Group ______________________________

            Address: _______________________________________________________________________

            Phone: ________________________             Fax: ________________________________
	
  Information to be released:
		Documentation for Collaboration of Care
		Verbal exchange
		Treatment summary
		Reports


_____________________________________________	_____________________
 Signature of Client or of Parent or Guardian			Date






Coordination of Care and Release of INformation Form

Please provide the information below to help us gather information to further the care of your family member.  This release is to obtain records only.   Monocacy Start Center maintains client confidentiality and will not disclose any information to any individual or organization listed on this form.  Please be advised that your insurance company may request this information as part of the treatment plan. 

My signature below authorizes (a) Monocacy Start Center to release information about my family member (Client/Child) to the provider listed below and (b) for the provider listed below to release information about my family member (Client/Child) to Monocacy Start Center for the purpose of treatment planning and coordination of care.  I provide this authorization voluntarily with knowledge as to the nature of and information contained in these records, and the implications of its release.  

I understand that I may revoke this consent at any time except to the extent that action based on this consent has already been taken.  This consent will expire automatically after one year (365 days) from the date on which it is signed or upon the fulfillment of the above purposes or on       /         /   _________.

I also know that I have the right to ask for and receive a copy of this authorization.  I agree that a photocopy of this authorization will be as valid as the original.

Client/Child:                                                               	Date of Birth:                                    	     
	     

	Other Medical Specialists: (e.g., neurologist, geneticist, etc…)
	
    Specialty:  ________________________________ 

           	Name: ______________________________ Practice/Group ______________________________

            Address: _______________________________________________________________________

            Phone: ________________________             Fax: ________________________________
	
  Information to be released:
		Documentation for Collaboration of Care
		Verbal exchange
		Treatment summary
		Reports


_____________________________________________	_____________________
 Signature of Client or of Parent or Guardian			Date





Coordination of Care and Release of INformation Form

Please provide the information below to help us gather information to further the care of your family member.  This release is to obtain records only.   Monocacy Start Center maintains client confidentiality and will not disclose any information to any individual or organization listed on this form.  Please be advised that your insurance company may request this information as part of the treatment plan. 

My signature below authorizes (a) Monocacy Start Center to release information about my family member (Client/Child) to the provider listed below and (b) for the provider listed below to release information about my family member (Client/Child) to Monocacy Start Center for the purpose of treatment planning and coordination of care.  I provide this authorization voluntarily with knowledge as to the nature of and information contained in these records, and the implications of its release.  

I understand that I may revoke this consent at any time except to the extent that action based on this consent has already been taken.  This consent will expire automatically after one year (365 days) from the date on which it is signed or upon the fulfillment of the above purposes or on       /         /   _________.

I also know that I have the right to ask for and receive a copy of this authorization.  I agree that a photocopy of this authorization will be as valid as the original.

Client/Child:                                                               	Date of Birth:                                    	     
	     


	
Behavioral Psychologist / Behavior Analyst

     Name: ____________________________    Practice/Group: __________________________

      Address: ___________________________________________________________________

      Phone: ____________________________    Fax: __________________________________

Information to be released:
		Documentation for Collaboration of Care
		Verbal exchange
		Treatment summary
		Reports


_____________________________________________	_____________________
 Signature of Client or of Parent or Guardian			Date





Coordination of Care and Release of INformation Form

Please provide the information below to help us gather information to further the care of your family member.  This release is to obtain records only.   Monocacy Start Center maintains client confidentiality and will not disclose any information to any individual or organization listed on this form.  Please be advised that your insurance company may request this information as part of the treatment plan. 

My signature below authorizes (a) Monocacy Start Center to release information about my family member (Client/Child) to the provider listed below and (b) for the provider listed below to release information about my family member (Client/Child) to Monocacy Start Center for the purpose of treatment planning and coordination of care.  I provide this authorization voluntarily with knowledge as to the nature of and information contained in these records, and the implications of its release.  

I understand that I may revoke this consent at any time except to the extent that action based on this consent has already been taken.  This consent will expire automatically after one year (365 days) from the date on which it is signed or upon the fulfillment of the above purposes or on       /         /   _________.

I also know that I have the right to ask for and receive a copy of this authorization.  I agree that a photocopy of this authorization will be as valid as the original.

Client/Child:                                                               	Date of Birth:                                    	     
     

	Speech and Language Pathologist

           	Name: ______________________________ Practice/Group ______________________________

            Address: _______________________________________________________________________

            Phone: ________________________             Fax: ________________________________

Information to be released:
		Documentation for Collaboration of Care
		Verbal exchange
		Treatment summary
		Reports


_____________________________________________	_____________________
 Signature of Client or of Parent or Guardian			Date







Coordination of Care and Release of INformation Form

Please provide the information below to help us gather information to further the care of your family member.  This release is to obtain records only.   Monocacy Start Center maintains client confidentiality and will not disclose any information to any individual or organization listed on this form.  Please be advised that your insurance company may request this information as part of the treatment plan. 

My signature below authorizes (a) Monocacy Start Center to release information about my family member (Client/Child) to the provider listed below and (b) for the provider listed below to release information about my family member (Client/Child) to Monocacy Start Center for the purpose of treatment planning and coordination of care.  I provide this authorization voluntarily with knowledge as to the nature of and information contained in these records, and the implications of its release.  

I understand that I may revoke this consent at any time except to the extent that action based on this consent has already been taken.  This consent will expire automatically after one year (365 days) from the date on which it is signed or upon the fulfillment of the above purposes or on       /         /   _________.

I also know that I have the right to ask for and receive a copy of this authorization.  I agree that a photocopy of this authorization will be as valid as the original.

Client/Child:                                                               	Date of Birth:                                    	     
     

	Occupational Therapist

           	Name: ______________________________ Practice/Group ______________________________

            Address: _______________________________________________________________________

            Phone: ________________________             Fax: ________________________________

Information to be released:
		Documentation for Collaboration of Care
		Verbal exchange
		Treatment summary
		Reports


_____________________________________________	_____________________
 Signature of Client or of Parent or Guardian			Date







Coordination of Care and Release of INformation Form

Please provide the information below to help us gather information to further the care of your family member.  This release is to obtain records only.   Monocacy Start Center maintains client confidentiality and will not disclose any information to any individual or organization listed on this form.  Please be advised that your insurance company may request this information as part of the treatment plan. 

My signature below authorizes (a) Monocacy Start Center to release information about my family member (Client/Child) to the provider listed below and (b) for the provider listed below to release information about my family member (Client/Child) to Monocacy Start Center for the purpose of treatment planning and coordination of care.  I provide this authorization voluntarily with knowledge as to the nature of and information contained in these records, and the implications of its release.  

I understand that I may revoke this consent at any time except to the extent that action based on this consent has already been taken.  This consent will expire automatically after one year (365 days) from the date on which it is signed or upon the fulfillment of the above purposes or on       /         /   _________.

I also know that I have the right to ask for and receive a copy of this authorization.  I agree that a photocopy of this authorization will be as valid as the original.

Client/Child:                                                               	Date of Birth:                                    	     
	     

	Physical Therapist

           	Name: ______________________________ Practice/Group ______________________________

            Address: _______________________________________________________________________

            Phone: ________________________             Fax: ________________________________

Information to be released:
		Documentation for Collaboration of Care
		Verbal exchange
		Treatment summary
		Reports


_____________________________________________	_____________________
 Signature of Client or of Parent or Guardian			Date






Coordination of Care and Release of INformation Form

Please provide the information below to help us gather information to further the care of your family member.  This release is to obtain records only.   Monocacy Start Center maintains client confidentiality and will not disclose any information to any individual or organization listed on this form.  Please be advised that your insurance company may request this information as part of the treatment plan. 

My signature below authorizes (a) Monocacy Start Center to release information about my family member (Client/Child) to the provider listed below and (b) for the provider listed below to release information about my family member (Client/Child) to Monocacy Start Center for the purpose of treatment planning and coordination of care.  I provide this authorization voluntarily with knowledge as to the nature of and information contained in these records, and the implications of its release.  

I understand that I may revoke this consent at any time except to the extent that action based on this consent has already been taken.  This consent will expire automatically after one year (365 days) from the date on which it is signed or upon the fulfillment of the above purposes or on       /         /   _________.

I also know that I have the right to ask for and receive a copy of this authorization.  I agree that a photocopy of this authorization will be as valid as the original.

Client/Child:                                                               	Date of Birth:                                    	     
	     

	Mental Health Provider:

    Specialty:  ________________________________ 

           	Name: ______________________________ Practice/Group ______________________________

            Address: _______________________________________________________________________

            Phone: ________________________             Fax: ________________________________
	
Information to be released:
		Documentation for Collaboration of Care
		Verbal exchange
		Treatment summary
		Reports


_____________________________________________	_____________________
 Signature of Client or of Parent or Guardian			Date






Coordination of Care and Release of INformation Form

[bookmark: _GoBack]Please provide the information below to help us gather information to further the care of your family member.  This release is to obtain records only.   Monocacy Start Center maintains client confidentiality and will not disclose any information to any individual or organization listed on this form.  Please be advised that your insurance company may request this information as part of the treatment plan. 

My signature below authorizes (a) Monocacy Start Center to release information about my family member (Client/Child) to the school listed below and (b) for the school listed below to release information about my family member (Client/Child) to Monocacy Start Center for the purpose of treatment planning and coordination of care.  I provide this authorization voluntarily with knowledge as to the nature of and information contained in these records, and the implications of its release.  

I understand that I may revoke this consent at any time except to the extent that action based on this consent has already been taken.  This consent will expire automatically after one year (365 days) from the date on which it is signed or upon the fulfillment of the above purposes or on       /         /   _________.

I also know that I have the right to ask for and receive a copy of this authorization.  I agree that a photocopy of this authorization will be as valid as the original.

Client/Child:                                                               	Date of Birth:                                    	     

	School 

         School Name: ____________________________________________________________

         Address: _________________________________________________________________

         Phone: _____________________________   Fax: ________________________________
          
         Case Manager: ______________________________	Phone: __________________________

         Teacher: ________________________________  	Phone: __________________________ 

Information to be released:
		Documentation for Collaboration of Care
		Verbal exchange
		Individualized Education Plan (IEP) / 504 Plan
		Behavior Intervention Plan
		Reports

_____________________________________________	_____________________
 Signature of Client or of Parent or Guardian			Date





Coordination of Care and Release of INformation Form

Please provide the information below to help us gather information to further the care of your family member.  This release is to obtain records only.   Monocacy Start Center maintains client confidentiality and will not disclose any information to any individual or organization listed on this form.  Please be advised that your insurance company may request this information as part of the treatment plan. 

My signature below authorizes (a) Monocacy Start Center to release information about my family member (Client/Child) to the care provider listed below and (b) for the care provider listed below to release information about my family member (Client/Child) to Monocacy Start Center for the purpose of treatment planning and coordination of care.  I provide this authorization voluntarily with knowledge as to the nature of and information contained in these records, and the implications of its release.   

I understand that I may revoke this consent at any time except to the extent that action based on this consent has already been taken.  This consent will expire automatically after one year (365 days) from the date on which it is signed or upon the fulfillment of the above purposes or on       /         /   _________.

I also know that I have the right to ask for and receive a copy of this authorization.  I agree that a photocopy of this authorization will be as valid as the original.

Client/Child:                                                               	Date of Birth:                                    	  

	Daycare / Other Care Provider

           	Name: ______________________________ Company ______________________________

            Address: _______________________________________________________________________

            Phone: ________________________             Fax: ________________________________

Information to be released:
		Documentation for Collaboration of Care
		Verbal exchange
		Individualized Education Plan (IEP) / 504 Plan
		Behavior Intervention Plan
		Reports

_____________________________________________	_____________________
 Signature of Client or of Parent or Guardian			Date
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