
Policy #1118 Attachment #9 

Montana Mental Health Nursing Care Center 
800 Casino Creek Drive 
Lewistown, MT 59457 

(406) 538-7451 
 

AUTHORIZATION FOR 
THE MONTANA MENTAL HEALTH NURSING CARE CENTER 

TO SHARE PROTECTED HEALTH INFORMATION 
 
I give my permission to the Montana Mental Health Nursing Care Center to share 
Protected Heath Information with the following people (including myself) phone 
number(s) are included:  
______________________________                _________________________ 
______________________________                _________________________ 
______________________________                _________________________ 
______________________________                _________________________ 
______________________________                _________________________ 
 
Please initial the following (if giving us permission). 
 
____ I give my permission to the Montana Mental Health Nursing Care Center to 
leave confidential information on my voice answering machine as necessary. 
 
____ I give my permission to the Montana Mental Health Nursing Care Center to 
leave a message with __________________________ in my absence. 
 
 
 
_______________________________                   _________________ 
Guardian/POA/DPOA                Date 
 
_______________________________    _________________ 
Co-guardian/POA/DPOA       Date 
 
 
 
 
 
 
Resident:         Medical Record # 


