

PERMISSION TO NOTIFY PRIMARY CARE PHYSICIAN

Dear Doctor:



 has indicated that you serve as his/her primary care physician, and as such we would like to advise you that this individual is currently receiving services with Deanna Kozlowski, LISW. If you wish further information to be exchanged, a release of information signed by the above patient is required.

Deanna Kozlowski, LISW

 I give permission to Deanna Kozlowski, LISW to notify my primary care physician that I am receiving services.  The name and address of my
primary care physician is: 


 I decline to have my primary care physician notified that I am receiving services with Deanna Kozlowski, LISW.

Client Signature
Date

Parent/Guardian Signature
Date

Date sent 




Deanna Kozlowski, LISW


641-530-4055


9 2nd Street NW


Mason City, Iowa 50401


Fax 641.423.3836


www.dtkcounseling.com











