Dori C. Luke, MSW, LCSW

Self-Full Psychotherapy, PC
106 Oakley Ave., Suite 300

Pineville, NC  28134

704-576-3635
CONSENT FOR USE AND/OR DISCLOSURE OF HEALTH INFORMATION TO CARRY OUT TREATMENT, PAYMENT AND HEALTHCARE OPERATIONS

By signing below, I hereby voluntarily and knowingly consent to allow Dori C. Luke, MSW, LCSW to use and/or disclose my health information as deemed appropriate to carry out treatment, payment, and/or healthcare operations of the practice.  For substance abuse information, payment information can only be obtained by those for whom an authorization exists.

I have received a copy of the Notice of Privacy Practices.

______________________________________                      _______________

Signature of Client or Legal Representative


   Date

______________________________________                      _______________

Witness signature





   Date

If you are the legal representative of the person listed above, please check off the basis for your authority:
· Parent of Minor

· Power of Attorney (attach copy)
 

· Guardianship Order (attach copy)

· Other:_____________________

Client Name:__________________________________    Date of Birth:______________
Home Address:___________________________________________________________

                     Street                                          City              State              Zipcode
