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EMPLOYEE ASSISTANCE PROGRAM (EAP) AUTHORIZATION & SERVICE FORM
Between Advanced Practice Mental Health & Wellness and Wilson Senior Care
SECTION 1: CLIENT DEMOGRAPHIC INFORMATION
Full Name: _____________________________ Date of Birth:  _________________________
Address: __________________________________________________________
City: _________________________ State: __________ Zip: __________________
Social Security Number: ________________________ Phone Number: __________________________
Email Address: ____________________________________________
Relationship to Wilson Senior Care Employee:
☐ Employee 	☐ Spouse 	☐ Dependent
Insurance Information (if applicable):
Insurance Company: ________________________ Policy Number: _______________________________
SECTION 2: EAP PARTICIPATION
I acknowledge that I am participating in the Wilson Senior Care Employee Assistance Program (EAP) and may receive behavioral health services through Advanced Practice Mental Health & Wellness (APMH). 
SECTION 3: AUTHORIZATION FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION (PHI)
I hereby authorize Advanced Practice Mental Health & Wellness Practice (APMH) to use and disclose my Protected Health Information (PHI) to Wilson Senior Care for the purpose of coordination, administration, and verification of Employee Assistance Program (EAP) services.
This authorization includes, but is not limited to:
· Attendance and participation in EAP services 
· Dates of service 
· Treatment compliance (as applicable) 
· General progress updates / Intake and progress notes

TIMEFRAME OF AUTHORIZATION
This authorization applies to services provided during the following period:
Start Date: __________________________
End Date: __________________________
(Through 30 days after the closing of my EAP case/account)
SECTION 4: CLIENT RIGHTS & ACKNOWLEDGEMENTS
I understand that:
· I have the right to revoke this authorization at any time in writing, except to the extent that action has already been taken. 
· My treatment, payment, enrollment, or eligibility for benefits is not conditioned on signing this authorization. 
· Information disclosed under this authorization may be subject to re-disclosure by the recipient and may no longer be protected by federal privacy regulations. 
· I may request a copy of this signed authorization. 
· A minimum of 24 hours’ notice is required for cancelations. Cancellations and no-shows are subject to practice fees not covered by Wilson Senior Care but the responsibility of the patient. 

SECTION 5: CONSENT
I certify that I have read and understand this authorization. I voluntarily authorize the use and disclosure of my Protected Health Information as described above.

Client Signature: _________________________________________
Printed Name: ____________________________________________
Date: __________________________
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