Emily Malcoun, M.Div., Ph.D.
2789 Bridle Road
Bloomfield Hills MI 48304
Tel: (267) 701 7022
Emily.malcoun@gmail.com


Authorization for Release of Healthcare Information

(Complete this form only if you would like me to be able to communicate with the person listed below.)

I ____________________________________________.  with the Date of Birth of ________________________ authorize Emily Malcoun to obtain/release (check one or more) the following information:

_X_ Verbal overview with provider listed below 
_X_ Written summary of psychotherapy notes
_X   Psychological evaluation/assessment results 

Other (as specified here): ________________________________________

From and/or to (Person or Facility):  Guest House staff

For the purpose of:   facilitating and coordinating treatment

NAME:  Guest House
ADDRESS: 1601 Joslyn Rd, Lake Orion, MI  48360
TELEPHONE: (248) 391-3100

Treatment planning _X_ Continuity of care X   Other__ (

______________________________________________________________________

This consent will begin on   __5/7/25________and expire
At the end of treatment _X_ Other event__ (please specify) _____
________________________________________________Date_________________

I am aware that information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and no longer protected by the Privacy Rule. I understand that I have a right to cancel this authorization by writing to:

 Emily Malcoun, Ph.D.
 2789 Bridle Road, Bloomfield Hills, MI 48304
However, this revocation will not be effective to the extent to which actions have already been taken in reliance on this authorization or if this authorization was obtained as a condition of obtaining insurance coverage and the insurer has a legal right to contest a claim. I also understand that my psychologist may not. condition treatment upon my permission to release healthcare information.

I understand the nature of this release.

Client’s Signature: __________________________________________________

Date: ____________________________________________________________



























