Connie Cha, MD
512 Hamilton Ave
Palo Alto, CA 94301
(650)-521-9915

PATIENT INFORMATION
Name:_______________________________________________________________________
Age: _________ Date of Birth: ________________
Address:_____________________________________________________________________
City: ____________________________State: ______Zip:_____________________________
Home Phone: __________________ Work:______________________________
Cell : _________________________ Email:______________________________
Emergency Contact Name/Relationship/Phone Number:
______________________________________________________________________________

	Current or Recent:
	Name
	         Address/Phone Number

	Primary Care Doctor
	

	

	Psychiatrist
	

	

	Therapist
	

	

	Other (specialist, etc)
	

	



I hereby authorize Dr. Connie Cha, MD to contact and obtain and/or provide my medical history and other related information from/to the above people. I understand that this correspondence may involve a conversation or a transfer of written material and that I have the right to revoke the above authorization at any time. I understand that these records may contain information relating to psychiatric/mental health, HIV/AIDS, sexually transmitted diseases, and/or drug/alcohol abuse. I give my specific authorization for these records to be released. Unless I cancel earlier, this authorization will expire when treatment with Dr. Cha has ended or one year after the date of the last visit. The parties acknowledge and agree that this release form may be executed by electronic or digital signature, which shall be considered as an original signature for all purposes and shall have the same force and effect as an original signature.

Signature: _________________________________                 Date:____________________

NOTICE OF CONFIDENTIALITY
It is understood and agreed to by the recipient of the document or communications requested above that this is privileged information within the doctor-patient relationship, and is confidential material by law. Further disclosure or release of the documents or their contents by the recipient of any other party is not authorized without the above patient’s written consent. Furthermore, it is understood that the patient may withdraw his/her consent to this release at any time.
