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THRIVE BEYOND LIMITS

Authorization of Release of Information — Two-Way

Viability, Inc. may need information from your doctor, hospital, or other service provider. Your
permission is necessary to receive medical and/or psychological information. We would
appreciate your signing the following statement. Any information obtained is kept confidential
and will be used strictly for the purpose of providing services to you.

This is to certify that I authorize Viability, Inc. to receive and give any information deemed
necessary for professional use from or to the agencies or persons listed below:

Name of Agency/Provider Location
Other (specify) Location
Other (specify) Location

I have been given the opportunity to fully discuss this release and have had any questions
answered. I understand that I may take as much time as needed to make my decision and that I
may withdraw consent at any time.

Signature: Date:
(signature of member)

Printed Name:

Social Security Number: - - Date of Birth:

I have fully explained the above information in a manner that was understood by the consenting
party and have answered all questions to the best of my ability. It is my opinion that consent has
been given freely and knowingly.

Staff Signature: Date:

(signature of staff person obtaining consent)

Printed Name:

Note to member: This authorization is good for a period of 1 year (12 months after date signed).
Federal Law (42cFR Part2) prohibits disclosure of this information after 12 months by the
facility to which it is being sent without your written consent.

Forum House Clubhouse: 55 Broad Street, Westfield, MA 01085 413.562.5293 Fax 413.562.9163
Lighthouse Clubhouse: 140 1State Street, Springfield, MA 01109 413-736-8974 Fax 413-785-5030
Odyssey House Clubhouse: 474 Appleton Street, Holyoke, MA 01040 413.538.4377 Fax 413.538.4355
Berkshire Pathways Clubhouse: 199 B South Street Pittsfield, MA 01201 413.464.7949 Fax 413.464.7942
Star Light Clubhouse: 251 Nonotuck Street, Florence, Massachusetts, 01062 413.586.8255 Fax 413. 586.831 |
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Referral for Clubhouse Services
Personal Information

Name: Date of Birth:

SSN: Gender Identity: Preferred Language:

Race: (Please check one)

0 American Indian/Alaskan Native 0 Asian 0 Black/African American 0 Black Hispanic
o Pacific Islander/Hawaiian o White Hispanico White Non-Hispanic © Two or More Races
0 Chooses to Not Identify o Unknown

Address:

City: State: Zip:

Phone: Email:

Emergency Contact Information

Name: Relationship:

Phone: Address:

Referring Person or Agency

Name: Title:
Name of Agency:

Phone: Fax:
Address: City:

Diagnostic Information

Date of Diagnosis: Clinician:

Current DSM V Diagnosis: Axis I:

Clinician Signature: Date:

Title & Professional Degree:

Does the individual exhibit any concerning behaviors?

Can the individual maintain themselves safely in the community?

Forum House Clubhouse: 55 Broad Street, Westfield, MA 01085 413.562.5293 Fax 413.562.9163
Lighthouse Clubhouse: 140 1State Street, Springfield, MA 01109 413-736-8974 Fax 413-785-5030
Odyssey House Clubhouse: 474 Appleton Street, Holyoke, MA 01040 413.538.4377 Fax 413.538.4355
Berkshire Pathways Clubhouse: 199 B South Street Pittsfield, MA 01201 413.464.7949 Fax 413.464.7942
Star Light Clubhouse: 251 Nonotuck Street, Florence, Massachusetts, 01062 413.586.8255 Fax 413. 586.831 |
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