AUTHORIZATION FOR RELEASE OF INFORMATION

Client Name: ________________________________________________________________________
Date of Birth: _________________________   Social Security Number: _________________________

I, the undersigned client (parent/guardian), hereby authorize Judy Strait, PsyD, LLP to obtain and release medical, educational, or psychological information concerning the treatment of the above named client to be copied and sent to and received from the individual/organization as indicated below. 

Name of Individual/Organization:________________________________________________________

Street Address:_______________________________________________________________________

City, State, Zip: ______________________________________________________________________

Phone Number:______________________________ Fax Number: _____________________________

SPECIFIC TYPE OF INFORMATION TO BE RELEASED

Release Dates:  From: ________________ To:____________________                 ___Any and all dates

___Entire medical/mental health record

___Psychological testing records

___Two way verbal exchange

 
___Substance abuse treatment records

___Treatment records




___Initial and discharge summaries
___Psychiatric/psychological evaluations
 
___Academic records, IEP, report cards

___Other:__________________________________________________________________________

PURPOSE OF DISCLOSURE:

___To assist with treatment planning

___Other:__________________________________________________________________________

I understand that such information cannot be disclosed without my written informed consent unless otherwise provided by law.  I further understand information to be disclosed may include treatment psychiatric, psychological, substance abuse, and HIV/AIDS related illnesses.  I agree the information may be faxed for expediency.  I have the right to revoke this authorization, in writing, at any time by sending such written notification to the above address.  I understand that a revocation is not effective to the extent this office has relied on the use or disclosure of the protected health information.  I understand that information used or disclosed pursuant to this authorization may be subject to redisclosure by the recipient and may no longer be protected by federal or state law.  I understand I have the right to inspect or obtain a copy of the health information and may refuse to sign this authorization.  If not specifically revoked in writing, this consent remains in effect for the duration indicated above.  I understand and consent for the medical record of the patient listed above to be copied and sent to and received from the organization/individuals as indicated above.  I have had the opportunity to have this form explained to me and have had my questions answered.  

_____________________________________________________
       Date:___________________

Client (Parent/Guardian) Signature

_____________________________________________________         Date:___________________

Witness Signature

