EPONADELICS™
Rachelle Goering, NP, MA
Rachellegoering.com   928-800-1243
AUTHORIZATION FOR USE AND DISCLOSURE
OF PROTECTED HEALTH INFORMATION (PHI)
Under the Health Insurance Portability and Accountability Act (HIPAA), your protected health information is confidential. This form authorizes Eponadelics™ to use or disclose your PHI as described below. You are not required to sign this form to receive treatment, except where the disclosure is for research purposes in which treatment is conditioned on participation.
1. Patient Information
Name: ______________________________________
Date of Birth: __________________
2. Information to Be Used or Disclosed
☐  Full clinical record
☐  Intake / assessment notes
☐  Session notes related to psychedelic-assisted facilitation
☐  Equine-Assisted Coaching session notes or observations
☐  Billing / payment records (receipts, superbills)
☐  Other (describe): ______________________________________
3. Person(s) or Organization(s) Authorized to Disclose
Rachelle Goering, NP, MA / Eponadelics™
4. Person(s) or Organization(s) Authorized to Receive
Name: ______________________________________
Relationship to Patient (if applicable): ______________________________________
Examples: The Freedom Way / equine facility staff coordinating your session, a referring or collaborating provider, a family member or emergency contact, or another party you name above.
5. Purpose of Disclosure
☐  Coordination of care between facilitation and equine coaching sessions
☐  Continuity of care with an outside provider
☐  Personal request of the patient
☐  Other (describe): ______________________________________
6. Expiration
This authorization will expire on ______________________ (date), or upon the occurrence of the following event: ______________________________________. If no date or event is specified, this authorization expires one (1) year from the date signed.
7. Your Rights
You may revoke this authorization at any time by submitting a written request to Eponadelics™, except to the extent action has already been taken in reliance on this authorization. Information disclosed under this authorization may be subject to re-disclosure by the recipient and may no longer be protected by HIPAA once received. You have the right to refuse to sign this authorization, and your refusal will not affect your treatment, payment, enrollment, or eligibility for benefits, except as noted above.
8. Signature
Patient (or Personal Representative) Signature: ______________________________________
Printed Name: ______________________________________          Date: ______________
If signed by a Personal Representative, describe authority to act on behalf of patient: ______________________________________
