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STEVE YARRIS PSY.D.       37 West 57th St, #704       New York, N.Y.  10019

                 212.308.4838                                                   syarris@gmail.com
Authorization to communicate with primary care physician (PCP)
It may be beneficial for me to communicate with your primary care physician with regard to your psychological treatment or to discuss any medical problems for which you are receiving treatment.

Please check ONE of the following:

· YOU ARE AUTHORIZED TO contact my primary care physician, whose name and address are shown below, to DISCUSS THE TREATMENT that I am receiving while under your care and to obtain information concerning my medical diagnosis and treatment.
-YOU ARE AUTHORIZED TO INITIALLY CONTACT my primary care physician TO THANK HIM FOR THE REFERRAL and to let him/her know that you are treating me, BUT I DO NOT AUTHORIZE YOU TO DISCUSS THE TREATMENT that I am receiving while under your care.
-I DO NOT AUTHORIZE YOU TO CONTACT my primary care physician regarding my treatment with you. I am providing you with the name and address of my primary care physician only for your records.
Name, address and phone number of primary care physician

Signature____________________________________

Name (printed)________________________________

Date signed: __________________________________
