Florida Psychological Specialists, LLC Authorization for Release of Information

_______________________________

______________________________
Client Name/Previous Names



Birth Date
__________________________________

________________________________

Street Address





City, State, Zip, Phone Number

AUTHORIZES:  
Florida Psychological Specialists, LLC, 1127 South Patrick Drive, Suite 1, Satellite Beach, FL  32937
____ To Disclose To        ____ To Receive From        ____ To Disclose to AND Receive From

Name of Health Care Provider/Other   
______________________________________________________________________________________

Street Address    


City 
State
 Zip Code    Phone    

Fax

INFORMATION TO BE DISCLOSED: Identify below the specific information you are authorizing:
_______    Psychological Reports

_______
    Therapy Initial, Progress, and Discharge Notes

_______
    Medical Records including history and physical, laboratory reports, and all medical notes
_______    Psychiatric Evaluation, Reports, and Notes

_______    Substance Abuse Treatment Notes

_______
    Academic Records including School Psychologist Evaluations, Progress Reports, and IEPs
_______
    Other:  specify
___________________________________________________________
YOUR RIGHTS WITH RESPECT TO THIS AUTHORIZATION
Right to Inspect or Receive a Copy of the Health Information to be Used or Disclosed – I understand that I have the right to inspect or receive a copy of the health or related information I have authorized to be used or disclosed by this authorization form.  Right to Receive Copy of This Authorization:  I understand that if I agree to sign this authorization, I may receive a copy upon request.  Right to Refuse to Sign This Authorization:  I understand that I am under no obligation to sign this form and that Florida Psychological Specialists, LLC may not condition services on my decision to sign this authorization.  Right to Withdraw this Authorization:  I understand that I have the right to withdraw this authorization at any time by providing a written statement of withdrawal to Florida Psychological Services, LLC.  I am aware that my withdrawal will not be effective as to uses and/or disclosures of my health information that the person(s) and/or organization(s) listed above have already made in reference to this authorization.  I understand that information used or disclosed pursuant to this authorization may be subject to redisclosure and no longer protected by Federal privacy standards.  
EXPIRATION DATE:  This authorization is effective until the following date(s) _____________ or for one year from the date signed.  I have had an opportunity to review and understand the content of this authorization form.  By signing this authorization, I am confirming that it accurately reflects my wishes.
________________________________________________________
_______________

SIGNATURE OF CLIENT  





DATE

________________________________________________________
________________

SIGNATURE OF LEGAL REPRESENTATIVE
/RELATIONSHIP
DATE

(if client is under age 18 or is an adult who has a legal guardian)
