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Authorization to Release and/or Receive Information

Printed Name of Client: 	_____________________________________________ 
Date of Birth: 		_____________________________________________
By signing this document, I authorize C. Girvani Leerer, Ph.D. to 
____ Release and Disclose information and records regarding my treatment to person/entity named below, 
____ Communicate with person/entity named below, and/or
____ Receive information and records regarding my treatment with the person/entity named below.
Name: ____________________________________________________________________________________
Address: ___________________________________________________________________________________
Telephone: _________________________________________________________________________________
Function of person/facility to whom disclosure is made: _____________________________________________
__________________________________________________________________________________________
Regarding					
_____ My treatment with C. Girvani Leerer, Ph.D. ____________________________________________________
								(Dates)				
_____ My treatment with the person named above ____________________________________________________
(Dates)
_____ Other (Specify)_________________________________________________________________________
								(Dates)
This disclosure is required for the following purpose: 
____ At my request for Treatment Planning and/or Coordination
____ Other (specify)__________________________________________________________________________
__________________________________________________________________________________________

(Optional) Such disclosure shall be limited to the following specific types of information:
__________________________________________________________________________________________

This authorization shall valid until:
____ Until 6 months from the date of this Release
____ While I am in treatment with Dr. Leerer
____  Until requested records have been released to or from Dr. Leerer.
____ Other (specify)__________________________________________________________________________
I understand that I have the right to revoke or modify this authorization, to the extent that Dr. Leerer has not taken action in reliance on it, in writing at any time by sending written notification to Dr. Leerer’s office address. 
I understand that any information released pursuant to this authorization may be subject to re-disclosure by the recipient of the information, and therefore may no longer be protected by the HIPAA Federal Privacy Rule.
__________________________________________________________	_________________________
Signature of Client							Date

