Emergency Contact Information

Name_______________________________________ Relationship_____________

Address_____________________________________ City____________________

State_________________  Zip Code_________    ___Phone_______________________  

Cell_______________________  Alternate Phone_______________________

Name_______________________________________ Relationship_____________

Address_____________________________________ City____________________

State_________________  Zip Code_________    ___Phone_______________________  

Cell_______________________  Alternate Phone_______________________

Name_______________________________________ Relationship_____________

Address_____________________________________ City____________________

State_________________  Zip Code_________    ___Phone_______________________  

Cell_______________________  Alternate Phone_______________________

I have read and understand the commitment that Kolpia Counseling has for my Protected Health Information (PHI). I am aware that they will only release my PHI when under the circumstances in their policy. Furthermore, I allow the release of my PHI to those listed above when an employee of Kolpia Counseling feels that it is appropriate and imperative. Therefore I, the undersigned, authorize Kolpia Counseling to contact any and all of the above listed in the case of an emergency, which is left up to the discretion of it’s employees. 

_________________________________


____________________________

Signature





Date

_________________________________


____________________________

Signature of Parent (if minor)



Date

