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AUTHORIZATION FOR RELEASE OF INFORMATION

EATING DISORDERS TREATMENT TEAM

Counseling, Health, and Nutrition Services

The most effective approach to helping individuals with eating concerns involves a multidisciplinary strategy, one that attends to the medical, psychological, and nutrition components of the individual’s health and well-being.  In order to ensure the highest quality of service, it is important that the service providers involved be able to communicate directly about your care.  To facilitate such communication, students with eating concerns who are treated at Counseling Services, Student Health Services and/or are being seen for nutrition counseling are requested to sign an authorization for release of information that allows service providers the ability to exchange necessary information for treatment.

The multidisciplinary Eating Disorders Treatment Team meets on a regular basis to coordinate care for students with eating concerns.  The information discussed at team meetings will not be discussed with individuals outside of the team, except for other Student Health and Counseling Services staff as appropriate.  The health providers and counselors involved in your treatment may also be present at the team meeting. Confidentiality will be strictly maintained.  

The following individuals will usually be present at the team meetings:

Andrea Greenwood, Ph.D., Psychologist, Counseling Services

Carissa Uschold, LCSW-R, Social Worker, Counseling Services

Sharon Mitchell, Ph.D., Director, Counseling Services

Jody Snyder, M.D., Physician, Student Health Services

Mary Stock, M.D., Physician, Student Health Services

Janice Cochran, R.D., Dietician, Wellness Education Services

If you are a varsity athlete, your team athletic trainer may also be present at the team meeting.  Your medical provider, counselor, or dietician will discuss this with you before a decision to include your trainer is made.  

We believe that it is in your best interest to ensure that the professionals involved in your care work as a team.  Please feel free to contact any of the above named staff members to discuss any questions or concerns you may have.

I, ____________________________, understand the above description of the Eating Disorders Treatment Team and agree to authorize exchange of information among treatment providers as described above.  I understand that this authorization is valid from today’s date through _____________(date of expiration).

_____________________________



______________

Student’s signature





Date

_____________________________



______________

Witness’ signature





Date
