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The federal Physician Payments Sunshine Act requires that detailed 
information about payments worth over ten dollars ($10) to physicians from 
manufacturers of drugs, medical devices, and biologics be made available 
to the public.  The Open Payments database is a federal tool used to search 
payments made by drug and device companies to physicians and teaching 
hospitals. The Open Payments database can be found at:  
 

http://openpaymentsdata.cms.gov. 
 
 
 
 

_____________________________________                                       ______________ 
                           Signature of Client                                                             Date 
 
_____________________________________                    __________________         ______________ 
                 Signature of Responsible Adult*                          Relationship to Client                      Date 
 

  
 * Responsible Adult = Guardian, Conservator, or Parent of minor when required. 
 
 
 

 
  Client and/or Responsible Adult is unavailable/unable to sign. Notification was provided on _________ (date) and 

verbal/implied consent to notification was obtained on ________ (date) 
                                                                                                                                                                                                         

 
_____________________________________                                       ______________ 
        Signature of Staff Providing Notification                                                   Date 

 
 
This confidential information is provided to you in accord with State and 
Federal laws and regulations including but not limited to applicable Welfare 
and Institutions code, Civil Code and HIPAA Privacy Standards.  Duplication of 
this information for further disclosure is prohibited without prior written 
authorization of the client/authorized representative to whom it pertains 
unless otherwise permitted by law.  Destruction of this information is 
required after the stated purpose of the original request is fulfilled. 

 

Name:______________________     DMH ID#: ________________ 

 

Agency:_____________________     Provider #: _______________ 

Los Angeles County – Department of Mental Health 
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