Release of Information Consent

Client's Name;
Address: City: State: Zip:
Phone; DOB:

I, , authorize Mitchell Hicks, PhD to:
(send) (receive) the following (to) ___ (from)

Name:
Address; City: State; Zip:
Phone Number: Fax Number:

A SEPARATE AUTHORI ZATI ON, AS DEFI NED BY HI PAA, IS REQUI RED FOR * PSYCHOTHERAPY NOTES.

__ Academic testing results __ Psychological testing results

__ Behavior programs __ Service plans

__ Progress reports ____ Summary reports

___Intelligence testing results __ Vocational testing results

__ Medical reports __ Entire record, except progress notes
__ Personality profiles __ *Psychotherapy Notes

__ Psychological reports ___ Other, specify

The above information will be used for the follogipurposes:

__ Planning appropriate treatment or program

__ Continuing appropriate treatment or program

__ Determining eligibility for benefits or program

__ Casereview __Updating files

____ Other (specify)
(“At the request of the individual” is all thistrequired if you are my client and you do natideto
state a specific purpose.)

| understand that this information may be protetteditle 42 (Code of Federal Rules of Privacymdividually
Identifiable Health Information, Parts 160 and 164) Title 45 (Federal Rules of ConfidentialityAd€ohol and
Drug Abuse Patient Records, Chapter 1, Part 2§, abyplicable state laws. | further understand tif@rination
disclosed to the recipient may not be protecteceutitese guidelines if they are not a health ceveiger covered
by state or federal rules.

| understand that this authorization is voluntary | may revoke this consent at any time by priagidvritten
notice. | have been informed what information W&l given, its purpose, and who will receive tHerimation. |
understand that | have a right to receive a cophisfauthorization. | understand that | have htrtg refuse to sign
this authorization. This consent will expire on

Your relationship to client: __Self __Partagal guardian __Personal representative
__Other (describe)

If you are the legal guardian or representativeoagpd by the court for the client, please attaclopy of this
authorization to receive this protected healthrimfation.

Client’s Signature: Date: / /
Parent/guardian/personal representative (if apipliéja
Signature: Date: / /

Witness (if client is unable to sign)
Signature: Date: / /




