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Patient Name:    Today’s Date:   /   /   

Patient Address:    

City:   State:   Zip    

Parents (if patient is a child):   ‐‐   

Male (  ) Female ( ) 

Home Phone:   OK Leave message?   Patient SSN#:   ‐  ‐   

Work Phone:   OK Leave Message?   Patient Birth Date:   /  /    

Cell Phone:   OK Leave Message?   Patient Occupation:    

Email:     Patient Status: Single (  ) Married ( ) 

Referred by:   Divorced ( )  Widow/er (  ) Other (  ) 

Patient’s Physician:     

If patient is a child, Name of School:   Grade:   Teacher:    

Current Medication & Dosages:    
 

 

Family members living with patient (Name, Relationship & Age): 
 

 
 
 
 

Purpose of Visit: 
 

 

History of presenting Problem:    
 
 

 

Psychiatric / Psychological treatment history:    
 

 

Signature for consent for Treatment:    
 

 

Responsible Party (if patient if minor) 

Name:    

 

 

Home Phone:     

Address:    Work Phone:      

City, State, Zip:    Cell Phone:   )   

Email:   Male ( ) Female (  ) 
 

 
Signature for Consent for Treatment of Minor:    



 

 

Child Adolescent & Adult Psychiatry 

PRITI M. KOTHARI, M.D., P.A. 
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Ste 235 
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PATIENT AUTHORIZATION FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION 

 

 
Patient Name:  DOS:  55#: 

 
Address and Telephone#: 

 
By signing this authorization, I authorize Or. Priti Kothari to use and for disclose  certain protected health 

information (PHI) about: 

 
 

-Pa-tie-n-t's-N-om-e-----------------------------w--N-om-e-o-f I-nd-iv-id-ua-l/-G-ro-up-/A-g-en-cy/H-o-s-pit-al-e-tc.------ 
 

 

Address/Phone/Fax 

 
This authorization permits Dr. Kothari,  M.D., to use and/or disclose to or obtain from  other designated party listed 

above, specified individually identifiable health information about  the above named patient including but not 

limited to medical  records, reports,and progress noted  related to diagnoses, comprehensive medical history, drug 

and  alcohol abuse history and treatment, legal history, HIV status and for  treatment, history of sexually transmitted 

diseases, treatment plan, and prognosis. Additional information may include: laboratory and imaging results, report 

cards, progress reports, educational testing, direct interview and any other information deemed appropriate by the 

specified individuals contacted and/or Dr. Kothari. 

 
The information will be used  or disclosed for the purpose  for the purpose of continuity of care, diagnosis, and 

direct treatment planning. 

 
The purposes  are provided so that I can make  an informed decision whether to allow release of the information. 

This authorization will  only  expire by written consent  or formal termination of treatment. My  written revocation 

must be submitted directly to Dr. Priti Kothari. 1 do not  have to sign this authorization in order to receive 

treatment from  Dr. Priti  Kothari. In fact, I have the right to refuse to sign this  authorization. When my information 

is used or disclosed pursuant to this  authorization,it may be subject  to redisclosure by the recipient and may no 

longer be protected by the  federal HIPAA Privacy Rule. My signature on this Authorization indicates that I am 

giving permission for the  uses and disclosures of the protected health information described above.  I hereby 

release Priti M. Kothari, M.D. from any and all liability that may arise from the release of information as l have 

directed. 
 

 

Signed by:-,--------,--------------------- --------------------- --------- 
Signature of Patient or Legal Guardian Relationship to Patient  Date 

Witness:------------------ 
 

Date: --------------------------------- 
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PRITI M. KOTHARI, M.D., P.A. 
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LIMITS OF CONFIDENTIALITY 
 
 

The contents of a intake, or assessment session are considered to be confidential. Both verbal information and 

written  records about a client  cannot be shared with another party without the  written consent of the patient or 

the patient's legal guardian. It is the  policy of this practice not to release  any information or written records about 

a client with another party  without the  written prior consent  of the  patient or patient's legal guardian.  It is the 

policy of this practice not to release any information about a patient without a signed release of information.. 

There are times we have a legal obligation to release  information, these include  the  following: 

 
1. Duty to Warn and Protect 

When a client discloses  intentions or a plan to harm another person, the  health care  professional is required  to 

warn the intended victim and  report this information to legal authorities. In cases in which the  patient  discloses or 

implies a plan for suicide,  the  health care  professional  is required  to notify legal authorities and make reasonable 

attempts to notify  the family  of the patient. 

 
2. Abuse of Children and Vulnerable Adults 

If a patient states or suggests that  he or she is abusing a child (vulnerable adult) or has recently  abused a child (or 

vulnerable  adult),or a child (vulnerable adult) is in danger of abuse, the health  care profession  al is required to 

report  this information to the  appropriate social service and/or legal authorities. 

 
3. In the Event of a Patient's peath 

In the event of a patient's death, the  spouse or parents of a deceased patient, have  a right to access their spouse 

or child's records. 

 
4. Professional  Misconduct 

Health care professionals are  required to report professional  misconduct  by a health care  professional.  In cases in 

which a professional or legal disciplinary meeting is being held regarding the health care professional's actions, 

related  records may be released in order to substantiate disciplinary concerns. 

 
5: Court Order 

Health care professionals are  required to release records of clients when  a court order has been  placed. 

 
6. Minors/Guardianship 

Parents or legalguardians of non-emancipated minor patients have the right to access the patient's records. 

 
7. Other  Reasons  Information May  Be Released: 

By choosing to use your  insurance for  psychiatric services, we are required to release certain information  to the 

insurance company  at their  request.  Information, which may be requested, includes type  of services,  dates/time 

of services, treatment plan, description of impairment, case notes and summaries. 



 
 

 
When fees for services are not  paid in a timely manner, collection agencies may be utilized in collecting unpaid 

debts.  The specific content of the  services  (e.g. diagnosis, treatment plan, case notes, testing) is not disclosed.  If   a 
debt remains unpaid it may be reported to credit agencies, and the client's credit report may state the amount 

owed, time  frame, and the  name of the  practice. 

 
Information about  patients may  be disclosed in consultations with  other professionals in order to provide the best 

possible treatment. In such cases, the  name of the patient, or any identifying information, is not  disclosed.  Clinical 

information about  the patient is discussed. 

 
In some cases, notes and reports are  dictated/typed within the practice  or by outside sources  specializing (and 

held accountable)  for such procedures. 

 
When couples, groups, or families are receiving services, separate files are kept  for individuals for information 

disclosed that is of a confidential nature. This information includes (a) testing results,  (b) information given to 

the mental health professional not in the presence of the other person(s) utilizing services, (c) information 

received from other sources about  the client, (d) diagnosis, (e) treatment plan, (f) individual reports/summaries, 

and (h) information that has been requested to be separate. The material disclosed in conjoint family or couples 

sessions, in which each party discloses such information in each other's presence, is kept in each file in the form of 

case notes. 

 
One Effort  We Make to Ensure Your  Confidentiality is in Leaving Phone  Messages: 

In the event in which the practice or mental health professional must telephone the patient for purposes  such as 

appointment cancellations or reminders, or to give/receive other information, efforts are made  to preserve 

confidentiality. Please list  where we may reach you by phone and how you would like us to identify ourselves.  For 

example you might request  that  when we phone you at home or work, we do not say the name of the practice or 

the nature of the call, but rather the mental health professional's first name only. 

 
If this information is not provided to us (below), we will adhere to the following procedures when making phone 

calls: First we will ask to speak to the patient (or guardian) without identifying the name of the practice. If the 

person answering the phone asks for  more identifying information we will  say that it is Dr. Kothari's office calling 

and ask for a call back as appropriate.  If we reach an answering  machine or voice  mail we will follow the same 

guidelines. 

 
PLEASE CHECK PLACES WHERE YOUMAY BE REACHED BY PHONE. 

Include phone numbers  and how  you would  like us to identify ourselves when phoning you. 
 

 

  HOME -- -- -- -- ------------ 
Phonc number How  we should identify ourselves?  May we say the practice name? 

 

 

  woRK.-= -:--:----- ---,.-.,.:-:-:---::----:--:--:-:------:---- 
Phone number How  we should identify ourselves?    May we say the practice name? 

 

 

  OTHER::--:---:----:-:-----:---:-:-:-----::----:---:---:-,------:--- 
Phone number How we should identify ourselves?    May we say the practice name? 

 

 
 

I agree to the above limits of confidentiality and understand their meanings and  ramifications 

 
 
 
 
 

Patient's Name (please print)  Patient's (or Guardian's) Signature  Date 




