Maria Klette-Ketchum

 L.C.S.W., A.C.S.W., M.S.W., B.C.D., C.C.C.J.S.-M.A.C., SAP

I authorize Maria Klette-Ketchum, LCSW to release my protected health information, medical or other, to my insurance company, managed care company or other authority who represent valid medical authorization signed by me.

Can this information may be transmitted electronically,          Yes______    No_______

                                                                  by fax,                      Yes______    No_______

                                                                  by telephone,            Yes______    No_______

                                                                  or paper?                  Yes______    No_______

I authorize payment directly to Maria Klette-Ketchum, LCSW for services rendered to me or to my dependents. I understand I am responsible for any amount not covered by assigned insurance.

I understand that I am responsible for any charges due as a result of a cancellation given with less than 24 hours notice or any missed appointments.

Communication by Email, Text Message, and Other Non-Secure Means

It may become useful during the course of treatment to communicate by email, text message (e.g. “SMS”) or other electronic methods of communication. Be informed that these methods, in their typical form, are not confidential means of communication. If you use these methods to communicate with Maria Klette-Ketchum, there is a reasonable chance that a third party may be able to intercept and eavesdrop on those messages. The kinds of parties that may intercept these messages include, but are not limited to:

· People in your home or other environments who can access your phone, computer, or other devices that you use to read and write messages

· Your employer, if you use your work email to communicate with Maria Klette-Ketchum

· Third parties on the Internet such as server administrators and others who monitor Internet traffic

If there are people in your life that you don’t want accessing these communications, please talk with Maria Klette-Ketchum about ways to keep your communications safe and confidential.

CONSENT FOR TRANSMISSION OF PROTECTED HEALTH INFORMATION BY NON-SECURE MEANS
I do(  ) or do not(  ) consent to allow Maria Klette-Ketchum to use unsecured email and mobile phone text messaging to transmit to me the following protected health information:

· Information related to the scheduling of meetings or  appointments

· Information related to billing and payment

I have been informed of the risks, including but not limited to my confidentiality in treatment, of transmitting my protected health information by unsecured means. I understand that I am not required to sign this agreement in order to receive treatment. I also understand that I may terminate this consent at any time. 

I do(   ) do not(   ) authorize Maria Klette-Ketchum, LCSW to contact my Primary Care Physician and have a mutual exchange of information from my records, either written or verbally.

Primary Care Physician:  Name___________________________________________________

                                         Address: ________________________________________________

                                         Phone #: ________________________________________________

If consent is not given please provide reason: ________________________________________

Date: __________________         Signed: ____________________________________________

                                                                    Client or authorized signature

                                                                     Witness_____________________________________

A photocopy of this Authorization/Assignment shall be considered as valid as the original.

