Pamela Hollings, LCSW

#LCS20407

300 Carlsbad Village Drive, Suite 216
Carlsbad, CA  92008

 (619) 624-0735 
therapy@pamelahollings.com
COORDINATION OF CARE WITH PRIMARY CARE PHYSICIANS

AND HEALTHCARE PROFESSIONALS

Patient Section to Complete
Patient Name__________________________________  Date of Birth_______________

Patient Address:__________________________________________________________

________________________________________________________________________
Name of Patient’s Primary Care Physician______________________________________
PCP’s Phone #__________________________  PCP’s Fax #______________________

I authorize the disclosure of confidential mental health information between Pamela Hollings and my Primary Care/Healthcare Provider.  I give permission for disclosure of diagnosis and treatment information about my child or me for the purpose of continuity of care.  I understand and expressly authorize the release of information related to any substance abuse or HIV status.  This authorization is valid for one year and may be revoked by me in writing at any time.
Patient/Legal Guardian Signature__________________________  Date_____________

************************************************************************OR

************************************************************************

I refuse to authorize the release/exchange of any behavioral health and medical information between Pamela Hollings and my (or my child’s) Primary Care/Healthcare Provider to promote the continuity of my (or my child’s) behavioral health and general medical care

Patient/Legal Guardian Signature_________________________  Date______________
Pamela Hollings, LCSW
300 Carlsbad Village Drive, Suite 216
Carlsbad, CA  92008

 (619) 624-0735 

therapy@pamelahollings.com
COORDINATION OF CARE WITH PRIMARY CARE PHYSICIANS

AND HEALTHCARE PROFESSIONALS
· Initial Evaluation

· Treatment Update
Dear ______________________,

I saw your patient,__________________________, for an initial evaluation on _____________.

Current diagnoses are _____________________    ______________________
Outpatient care is appropriate at this time and the initial treatment will consist of the following:

· Individual Psychotherapy

· Family/Conjoint Therapy

· CD/IOP

Patient has been referred to_______________________________________________________.

Other clinical information________________________________________________________. 

If you need additional information, please contact me at (619) 624-0735.


Provider:  Pamela Hollings, LCSW


Date_______________________________

Provider Signature_________________________    License #___________________________
