Chart #:
DOB:

american indian

health service of chicago

Phone:(773) 883-9100 Fax:(773) 883- 0005

Address: 4326 W Montrose Ave

BEHAVIORAL HEALTH CONSENT TO TREATMENT AND CLIENT INFORMATION FORM

Please complete all sections, date and sign.

1. 1 knowing that | want counseling

services for myself and/or my child, voluntarily participate in therapy as agreed upon by myself and a mental health
professonal. A treatment plan will be developed and written with me, and my goals will be reviewed every months.

My consent to receive therapy may be revoked at any time.

2. The American Indian Health Service of Chicago, Inc (AIHSC) maintains its records as regulated by the State of lllinois
Mental Health and Developmental Disabilities Code. Other than authorized AIHSC staff, no one may have access to
your record unless you sign a release of information form. Only staff permanently or temporarily assigned to a position as
Behavioral Health Director, physician, or nurse practitioner may also review information in your record on a need-to-know
basis, and only with authorization from the mental health professional.

3. Confidentiality may be broken under the following conditons:
1.) You are in emminent danger of harming yourself or someone else.
2.) You have reported information about physical or sexual abuse or neglect of a child.
3.) You have information about abuse, neglect or financial exploitation of an adult 60 years or older and people

with disabilities age 18-59 living in your community.
4.) Your mental health records have been subpoenaed. Should this occur, you will be informed if possible and no

more information than necessary will be disclosed.

4. AJHSC maintains records and statistics for its own organizational planning and operation. Staff may make presentations or
conduct research. If this happens, your counselor/therapist must change or conceal any personal identifying information
such as names, places, sistuations or other identifying information so that your identity cannot be known.

5. By signing below, you agree that you wish to seek services from a counselor/therapist at the AIHSC clinic and that you
understand the policy rgarding confidentiality. The patient rights and responsibilities sheet is posted in the office next to

the door for your review.

Date:

Client (12 years or older):
Date:

Guardian/Parent’s Signature:

Date:

Therapist Signature:

Note: Client unable to give consent for the following reason:

Consent for therapy/counseling withdrawn on: / /

Reason:
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AUTHORIZATION FOR USE OR DISCLOSURE OF HEALTH INFORMATION
Please complete all sections, date and sign.

DOB:

Name:
| voluntarily authorize the disclosure of information from my health record.

Other names medical record may be located under:
The information/communication is to be disclosed by:

Phone:

Name of Facility:

Address of Facility:
To be provide to/communicated with:

Phone:

Name of Facility/Person:

Address of Facility:
FOR THE PURPOSE OF PROVIDING THE FOLLOWING SERVICES FOR ME:

O Further Medical Care QO Personal Use (O Insurance O Attorney  Other:
The information to be disclosed from my health record: Check appropriate box(es)

O All Medical Records () All Dental Records () Radiology Reports () Immunizations
O Lab Reports (O Consultation Reports

O Clinic Visit Notes last____years

(O Admit H&Ps, DC Summaries, ER Reports O Other (specify)

Only information related to (specify):

to:

Only the period of events from:
CHECK AND INITIAL the appropriate item(s) below to authorize the following sensitive information to be disclosed.
O H\V/Tests/Treatment

O Alcohol/Drug O Abuse Treatment/Referral
(O Mental Health/Behavior Health Notes

O sexually Transmitted Infections

I understand that | may revoke this authorizaton in writing submitted at any time to the health information management
Department, except to the extent that action has been taken in reliance on this authorization. If this authorization was
obtained as condition of obtaining insurance coverage or a policy of insurance, other law may provide the insurer with the
right to contest a claim under the policy If this authorization has not been revoked, it will terminate one year from date of my
signature unless a different expiration date or expiration event is stated. This consent will expire:
| understand that AIHSC will not condition treatment or eligibility for care on my providing this authorization except
if such care is: 1) Research related or 2) provided solely for the purpose of creating Protected Health Information for
disclosure to third party. | understand that information disclosed by this authorization, except for Alcohol and Drug Abuse as
defined in 42 CRF Part 2, may be subject to redisclosure by the recipient and may no longer be protected by the Health
Portability ad Accountability Act Privacy Rule (45 CRF Part 164) and the Privacy Act of 1974 (5 USC 552a)

Date:

Patient’s Signature:
Date:

Authorized Representative Signature:
(state relationship to patient) or Witness (if signature is by thumb print or mark)




HARMACY INFORMATION

Patient Name:

Pharmacy:

Address:

Phone:




