Adult Consent Form Packet

Adult Consent Form Telehealth Consent Form HIPPA and Checklist

First Name (Client/Patient)* M.l Last Name* Date of Birth*
MM/DD/YYYY

| authorize the release of information from this person or organization

First Name* M. Last Name"

Phone* Address Line 1* Address Line 2

(440 48) Hat4h 444

City* State* Zip*

Select One b

To this person or organization

First Name* M.l Last Name*

Phone* Address Line 1* Address Line 2

EEIET TR

City* State* Zip*

Select One W

The information may be used/disclosed for the following purposes

For Example

Date of Care included
From* To*

MM/DD/YYYY MM/DD/YYYY

Signature of client or their personal representative*

Clear

Date of Signature® Printed name of client or personal representative*
MM/DD/YYYY

Relationship to client*

Start Over Previous Next



https://getfireshot.com/pdf_aHR0cDovLzQ1LjExNS4xNzcuOTg6ODA4OS9jaHN0aGVyYXB5L3dwLWNvbnRlbnQvdGhlbWVzL2NoaWxkLWhlYWx0aC9wZGYvQ0hTQ29yb25hdmlydXNOb3RpY2V0b1BhdGllbnRzLnBkZg==
https://getfireshot.com/pdf_aHR0cDovLzQ1LjExNS4xNzcuOTg6ODA4OS9jaHN0aGVyYXB5L2luc3VyYW5jZXMv
https://getfireshot.com/pdf_aHR0cDovLzQ1LjExNS4xNzcuOTg6ODA4OS9jaHN0aGVyYXB5L3NlcnZpY2VzLw==
https://getfireshot.com/pdf_aHR0cDovLzQ1LjExNS4xNzcuOTg6ODA4OS9jaHN0aGVyYXB5L2Zvcm1zLw==
https://getfireshot.com/pdf_aHR0cDovLzQ1LjExNS4xNzcuOTg6ODA4OS9hZHVsdC1jb25zZW50LWZvcm0tcGFja2V0Lw==
https://getfireshot.com/pdf_aHR0cDovLzQ1LjExNS4xNzcuOTg6ODA4OS9jaHN0aGVyYXB5L2Fib3V0LWNocy8=
https://getfireshot.com/pdf_aHR0cDovLzQ1LjExNS4xNzcuOTg6ODA4OS9jaHN0aGVyYXB5L3BhdGllbnQtcG9ydGFsLw==
https://getfireshot.com/pdf_aHR0cDovLzQ1LjExNS4xNzcuOTg6ODA4OS9jaHN0aGVyYXB5L2NvbnRhY3QtdXMv
https://getfireshot.com/pdf_aHR0cDovLzQ1LjExNS4xNzcuOTg6ODA4OS9jaHN0aGVyYXB5L3Rlc3RpbW9uaWFscy8=
https://getfireshot.com/pdf_aHR0cDovLzQ1LjExNS4xNzcuOTg6ODA4OS9jaHN0aGVyYXB5L3dvcmstd2l0aC1jaHMv
https://getfireshot.com/pdf_aHR0cDovL2NhcmYub3JnLw==
https://getfireshot.com/pdf_aHR0cHM6Ly93d3cuZmFjZWJvb2suY29tL0NoYXJsZXNSaXZlckNvdW5zZWxpbmcvQ2hhcmxlcw==

