Authorization for Shared Communication of Health Information

 I, ___________________________________ authorize my healthcare provider to use or disclose my health information during the term of this Authorization to the recipient(s) identified below. Authorization for shared communication of health information rescind at any time upon your request.

Information to be shared with:
	Provider/ Person/ Entity:    __________________________________________
	

	Address:  ________________________________________________________

		    ________________________________________________________

	Phone:______________________________ Fax: ________________________


	Reason to share information: ________________________________________
             
              _______________________________________________________________

Recipient:
Amplitude Counseling, LLC
Kenneth Thresher, M.A., LPC, (LPC.0018210)
3941 Hilary Ct.
Broomfield, CO, 80401
Office:  413-308-2961
Website: https://www.amplitudecounseling.com
E-mail:  amplitudecounseling@gmail.com

Information Authorized to be Shared: 
· All of my health information including medical history, mental or physical conditions and any treatment received by me.
· Only the following records or types of health information

Effective Dates for Shared Communication of Health Information Between Parties Above:

____	From the date of this signed document until:   Date_______________________________
____	Until the Provider fulfills this request.
____	Until the following event occurs: _____________________________________________

Printed Name: __________________________________________________________________



Signed Name ___________________________________________________Date _____________
