HINSDALE BEHAVIORAL HEALTH CLINIC 

201 East Ogden Avenue, Suite 220, Hinsdale, IL 60521

Telephone: (630) 920-1795 Fax: (630) 920-1796

Sanjeev Dwivedi MD, Shaheena Hossain MD, Lucy Ibrahim MD, Rukhsana Iqbal MD, Omar Nasib MD

Margaret Ward MD, Asma Halim LCSW, Karen Pecha LCSW, Cathryn Puskarich PhD, Nicole Rosene LCSW

	RELEASE OF INFORMATION 2024



Pertaining to ______________________________________________________________________                           
 (Name of Patient)                             (Date of Birth)                        
  



I/WE, ________________________________________________________________________ hereby authorize 



(Name of Patient or Parent(s)/Guardian(s), if Patient is a Minor) 
Hinsdale Behavioral Health Clinic

To

Obtain Records _____ Release Records _____ Verbal Consent _____

(Please give name, phone number, fax number (if available), and mailing address:

1.
Please list any persons with whom we MAY share details with about your health care: __________________________________________________________________________________________
2.
Please list any Doctors (outside of HBHC) with whom we MAY share details with about your health care:  __________________________________________________________________________________________

       __________________________________________________________________________________________
3.
Please list any School Personnel with whom we MAY share details with about your health care: __________________________________________________________________________________________

4.   I consent to text messages from providers regarding scheduling and appointment information:  YES    NO 

5.   I give my doctors and/or therapists WITHIN Hinsdale Behavioral Health Clinic permission to share details about my health care in an effort to provide me with the best care possible (please list your doctors and therapists on the line provided): ____________________________________________________________________________________________________________________________________________________________________________________
  Records include:
_____
All


_____
Diagnosis

_____
Social History

_____
School Records and Data

_____
Admission

_____
Psychological Test and Results

_____
Medication

_____
Treatment Progress

_____
Others                               _____     Lab Work
Covering the period from (date) _________________________________ to _________________________ 

I/We understand that this authorization expires in 12 months and can be revoked by me/us at any time.

_________________________________________________


___________________________

PATIENT/GUARDIAN SIGNATURE




DATE

_________________________________________________

GUARDIAN NAME (IF APPLICABLE)






