
Metro Behavioral Health Associates
Jennie J. Kramer, LCSW, PLLC

18 East 16th Street, Suite 503                       2 Overhill Road, Ste 400
New York, NY 10003          Scarsdale, NY 10583
jkramer@jenniekramer.com          914-907-2600

Patient Name ___________________________________________________

Address _______________________________________________________

_______________________________________________________________

I hereby give permission to the following person(s) to disclose any information or clinical data that 
will contribute to my treatment planning or coordination of services. I do so voluntarily in 
accordance with the Health Insurance Portability And Accountability Act of 1996 (HIPAA).

1. Name ______________________________________  Telephone  ______________________
Relationship to Patient __________________________________________________________

2. Name ______________________________________  Telephone  ______________________
Relationship to Patient __________________________________________________________

3. Name ______________________________________  Telephone  ______________________
Relationship to Patient __________________________________________________________

4. Name ______________________________________  Telephone  ______________________
Relationship to Patient __________________________________________________________

5. Name ______________________________________  Telephone  ______________________
Relationship to Patient __________________________________________________________

______________________________________        __________________
Patient Signature Date

_____________________________________ __________________
Signature of Parent or Guardian if pt under 18 Date

______________________________________ __________________
Clinician Date

mailto:jkramer@jenniekramer.com

