
CONSENT FOR USE AND DISCLOSURE 

OF PROTECTED HEALTH INFORMATION

I, (print name)___________________________________________, have had full opportunity to read and consider the Notice of Privacy Practices of Kristen Lorange Caron, MS, LPC. By signing this form, I give my consent to use and disclose my protected health information in the following ways:

When I examine, test, diagnose, treat, or refer you, I will be collecting what the law calls Protected Healthcare Information (PHI).  This information is used to determine the appropriate treatment for you and to provide that treatment.  I may share that information with others who provide treatment to you, need it to arrange payment for your treatment or for other reasons when required by law to do so.  

Counseling cannot begin until we have received this signed consent form.

If you are concerned about the release of some of your PHI, you have the right to request that I not use or share some of your information for treatment, payment or administrative purposes.

After you have signed this consent form, you have the right to revoke it (by writing a letter or by using the designated revocation form.  Upon receipt of your request, I will comply with your wishes with respect to future requests for information.

__________________________________

____________________

Signature of Client or personal representative             Date

_______________________________________
____________________

Printed name of client or personal representative
Relationship to client

​​​​​​​​​​​​​​​​

Revised 9/2016
Date of NPP __________
□ Copy requested & provided to client/parent/personal representative

