CRANBERRY PSYCHOLOGICAL CENTER

ACKNOWLEDGEMENT OF NOTICE OF PRIVACY PRACTICES AND 

CONSENT TO USE AND DISCLOSE HEALTH INFORMATION 

Patient Name: _______________________________   Birthdate: ______________________

I have been informed of the Privacy Practices for Cranberry Psychological Center, Inc. and

Cranberry Psychological Center, Inc. is authorized to use and disclose health information for treatment, payment and healthcare operations purposes consistent with its Notice of Privacy Practices.

________________________________________                          ______________________________

Signature of Patient (or legal representative)

                       Date


Printed name of legal representative (if applicable): ____________________________________

Relationship to patient: ______________________

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

     Bottom half of form is to be completed if and when medication is prescribed by a staff psychiatrist

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

CRANBERRY PSYCHOLOGICAL CENTER

PATIENT ACCEPTANCE OF PSYCHIATRIC MEDICATION POLICY

I have been given a copy and understand the terms of Cranberry Psychological Center's MEDICATION POLICY  on date:  __________________.

_______________________________________

Signature of Patient

