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AUTHORIZATION FOR RELEASE OF CLINICAL INFORMATION

PATIENT NAME Date of Birth
Address Phone

I authorize Hanna Psychological Services, PC to use or disclose information from my mental

health record, indicated below, to:

Name: Phone
Address: FAX

Information to be released

[ ] Initial Assessment [ ] Progress Notes
[] Treatment Plan [] Discharge/Transition Plan
[ ] Summary of Treatment [ ] Other

[] Testing/Formal Observation Data

Purpose of Disclosure:

4.

I understand that, unless withdrawn or agreed upon otherwise, this authorization will
expire 1 year from the date of signature. A photocopy of this form will be considered
as valid as the original. Valid until

I understand that I may revoke this authorization at any time by notifying Hanna
Psychological Services, PC at the address indicated above, in writing, and that this
authorization will cease to be effective on the date notified except to the extent action
has already been taken in reliance upon it.

I understand that my refusal to sign this Authorization will not jeopardize my right to
obtain present or future treatment for psychotherapy services except where disclosure
of the information is necessary for the treatment.

I understand that I can request a copy of this form after I sign it.

Notice to Recipient: Under Federal confidentiality rules, you may not redisclose any
of the information provided without specific authorization to do so.

By signing below, I acknowledge that I have read and understand this Authorization.

OR

Signature of Patient Date Parent/Legal Guardian Date

Signature of Clinician Date



