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4013 N. Ridge Road, Suite 110
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This form authorizes the release of protected information from your clinical records.  I authorize and consent to Bruce Nystrom, Ph.D. and/or his staff: (check all that apply)
[image: ][image: ]Disclosing information to and/or Obtaining information from
Name_______________________________________________
Address_____________________________________________
             _____________________________________________
             _____________________________________________
 Phone  __________________   Fax  _________________
	
This authorization and consent pertains to the following information: (check all that apply)
 Consultation telephone call___	       Intake/Treatment plan___
                              Consultation letter___                            Progress Notes___
                              Evaluation report___	      	        Evaluation raw data___                                                  
 Other/Specify ________________________________________

  I am requesting the release of this information for the following reason:  ________________

This authorization and consent expires on: ______________________ 

You have the right to revoke this authorization , in writing, at any time by sending such notification to my office. However, your revocation will not be effective to the extent that I have taken action in reliance on the authorization, or if the authorization was obtained as a condition of obtaining insurance coverage and the insurer has a legal right to contest a claim. I understand that my psychologist generally may not condition psychological services upon my signing an authorization unless the psychological services are provided for the purpose of creating health information for a third party. I understand that information used or disclosed pursuant to the authorization may be subject to re-disclosure by the recipient of your information and no longer protected by the HIPAA Privacy Rule.
(This information has been disclosed to you from records protected by Federal confidentiality rules (42 CFR Part 2). The Federal rules prohibit you from making any further disclosure of this information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by 42 CFR Part 2. A general authorization for the release of medical or other information is NOT sufficient for this purpose. The federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient).

[image: ]
  Signature of Patient	            Date

____________________________             ________________      ___________________________
  Printed Name                                                   Date of Birth                   Social Security Number

_____________________________            ________________
   Parent/Guardian                                                  Date
_____________________________          _______________
   Signature of Witness                                    Date
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