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AUTHORIZATION FOR THE RELEASE OF INFORMATION
Healing, Training, and Research Clinic | Department of Educational Psychology
	Client Information
	Name (Print)
	

	
	Date of birth
	

	
	Phone #
	

	
	Date of request
	

	Authorization (check one or both)
	Release information 
	


	
	Receive information 
	


	Recipient of Release of Information
	(Agency/Facility/Person)
	

	
	Address/City/State/Zip:
	

	
	Phone number with area code
	

	Method of Disclosure
	Verbal communication
	


	
	Mail
	


	
	Other
	


	
	Approx dates of treatment
	

	Purpose of Disclosure (check all that apply)
	Continuity of care
	


	
	Coordination of services
	


	
	Referral
	


	
	Other
	


	Patient Rights & Provisions

	I may inspect/receive copies of disclosed information. I may revoke this consent at any time in writing. Information disclosed may be subject to redisclosure and may no longer be protected by law.

	
	If I refuse consent, consequences (if any): 


	Signatures
	Signature of Consenting Individual
	Date

	
	Signature of Witness
	Date

	
	This authorization expires 90 days after signing
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