[image: LA-County_seal_color-(800x800-jpg)][image: LACDMH_logo_across_color-(800x387-jpg)]         LA COUNTY BOARD OF SUPERVISORS
Hilda L. Solis  I  Mark Ridley-Thomas  I  Sheila Kuehl  I  Don Knabe  I  Michael D. Antonovich  I  Sachi A. Hamai, Chief Executive Officer
LOS ANGELES COUNTY DEPARTMENT OF MENTAL HEALTH  
550 S. VERMONT AVE., LOS ANGELES, CA 90020 HTTP://DMH.LACOUNTY.GOV
ROBIN KAY, Ph.D.
Acting Director

DENNIS MURATA, M.S.W.
Acting Chief Deputy Director

RODERICK SHANER, M.D.
Medical Director



Click to enter date.


Click to enter Client Name.
Click to enter Client Address.
Click to enter City, Click to enter State. Click to enter ZIP Code.

Subject: Request for Use and Disclosure of Protected Health Information
	Date of Birth: Click here to enter birthday.
Client Number: Click to enter Client Number.

Dear Click to enter Title. Click to enter Client Last Name.:

We received your signed Authorization for Use or Disclosure of Protected Health Information on Click to enter date. requesting a verification letter for the dates of service rendered by the Los Angeles County Department of Mental Health from              January 1, 2010 through current. 

The verification letter will be provided to you within 15 days from the date of receipt of your signed authorization.  As you specified on the Authorization, the letter will be:

[bookmark: Check5]|_| Mailed to Client Address
				
[bookmark: Check7]|_| Picked up at Clinic	Click to enter Clinic Name.
				Click to enter address.	
				Click to enter City, State ZIP Code.
                                                                                                       
If you have any questions, please contact us at Click to enter phone number or via       e-mail at Click enter email address..

Sincerely,

[bookmark: _GoBack]

Click to enter Program Manager Name.
Click here to enter Program/Facility Name.
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