Consent to Disclose Protected Health Information for Treatment Coordination
Patient Name: ________________________________    Date of Birth: ________________
Phone: _______________________   Email: ______________________________
Purpose of Disclosure
I authorize Fearless Care LLC to communicate with the individual(s) or organization(s) listed below for the sole purpose of discussing my treatment, care planning, coordination of services, and ensuring continuity of care.
Information to Be Disclosed
I authorize verbal and/or written communication regarding my treatment, including:
Diagnosis, treatment plans, progress updates, medication management, care coordination needs, safety concerns (if applicable), other treatment-related details.
Individuals Authorized for Communication
Fearless Care LLC may communicate with the following person(s):
Name/Organization: _______________________________________________
Relationship to Patient: __________________________________________
Phone: ___________________________   Email: ________________________
Method of Communication (select all that apply)
☐ Verbal (phone or in-person)
☐ Encrypted Email (recommended)
☐ Standard Email (patient acknowledges it may not be secure)
☐ Telehealth communication
Limitations & Boundaries
This consent does NOT authorize the release of full medical records or documentation unless separately requested.
This authorization covers communication for treatment-related purposes only.
Expiration & Revocation
This authorization will remain valid unless revoked with written notification.
I understand that I may revoke this authorization at any time by providing written notice to Fearless Care LLC, except to the extent that actions have already been taken based on it.
Patient Acknowledgment & Signature
I understand that:
- My treatment, payment, or eligibility for services will not be affected by my decision to sign or not sign this form.
- Information shared may no longer be protected by HIPAA once disclosed, depending on recipient.

Patient (or authorized representative) Signature: ____________________________________   
Date: ______________
Printed Name: ________________________________________
