
Consulta)on and Treatment in Health Psychology/Behavioral Medicine 

Helen L. Coons, PhD, ABPP 
Women’s Mental Health Associates & 

Health Psychology Solu)ons 
410 Acoma Street, Unit 305 

Denver, Colorado 80204 

215-370-2342 
Office/Pa)ent Referrals/Cell 

Authoriza)on to Release Informa)on 

I, ______________________________, hereina+er “Pa.ent/Client”, whose Date of Birth is ______________, 
hereby authorize Helen L. Coons, PhD, hereina+er “Provider” to disclose (verbally and/or in wri.ng) 
psychosocial consulta.ons, behavioral health or mental health informa.on and records obtained in the course 
of psychosocial consulta.ons, health psychology and/or mental health evalua.ons and treatment of Pa.ent/
Client, including but not limited to, psychologist’s recommenda.ons for and diagnosis (if relevant) of Pa.ent 
to: 

____________________________________  Office Phone:  ___________________ 
____________________________________  Office Fax:    ___________________ 
____________________________________  Office Email:   ___________________ 
____________________________________ 

I understand that I have a right to receive a copy of this authoriza.on. I also understand that any cancella.on 
or modifica.on of this authoriza.on must be in wri.ng. I understand that I have the right to revoke this 
authoriza.on at any .me unless the Provider has taken ac.on in reliance upon it.  And, I also understand that 
such revoca.on must be in wri.ng and received by Dr. Coons to be effec.ve.  

Descrip.on of informa.on to be disclosed. Pa.ent/Client - ini.al each item to be disclosed and limited to: 

_____ Psychosocial consulta.on   
_____ Medical informa.on  
_____ Psychological or Health Psychology assessment/evalua.on 
_____ Diagnosis related to physical and/or mental health condi.ons 
_____ Current treatment update           
_____ Treatment plan           
_____ Treatment summary          
_____ Progress in treatment 
_____ Con.nuing care plan 
_____ Presence/par.cipa.on in treatment   
_____ Discharge/transfer summary   

This disclosure of informa.on and records authorized by Pa.ent/Client is required for the following purpose(s): 

_____ Treatment planning and coordina.on  
_____ Documenta.on of par.cipa.on in treatment 



_____ Documenta.on of progress in treatment  
_____ Con.nuing care planning  
_____ Discharge/Transfer Summary 
_____ LeYers to support Pa.ent/Client (e.g., accommoda.ons, support animals, etc.) 
_____ Educa.onal planning, applica.on, or related use 
_____ Career planning, applica.on, or related use 
_____ Legal maYers 
_____ Other_________________________________________  

Dr. Coons will not condi.on any consulta.on, evalua.on or treatment upon Pa.ent/Client signing this 
authoriza.on and Pa.ent/Client has the right to refuse to sign the form. 

Pa.ent/Client understands that any informa.on used or disclosed pursuant to this specific authoriza.on may 
be subject to re-disclosure by the recipient and may no longer be protected by the HIPPA Privacy Rule, 
although applicable laws may protect such informa.on.  

This authoriza.on shall remain valid un.l: __________________________ 

___________________________________  _________________ 
Pa.ent’s Name (print)     Date 
 
___________________________________  _________________ 
Pa.ent’s Name (signature)    Date


