Authorization for the Release of Protected Health Information

Patient Name: _________________________________________________ Date of Birth: ______________

I authorize the Center for Neurocognitive Assessment and Rehabilitation and/or Dr. Nicole Christian to
☐ release psychological/neuropsychological or other protected health information to:
☐ receive psychological/neuropsychological or other protected health information from:


	Name
	Phone or fax
	Date released
	(office use only)

	
	
	
	☐fax
☐mail
☐courier
☐report
☐letter

	
	
	
	☐fax
☐mail
☐courier
☐report
☐letter

	
	
	
	☐fax
☐mail
☐courier
☐report
☐letter



The type of information to be released is: _________________________________________________

_________________________________________________________________________________________________

I understand this authorization will expire on ___________________________________ (insert expiration date or event). If I do not specify an expiration date or event, this authorization will expire ninety (90) days from the date on which I sign this authorization.

I understand that I have the right to revoke this authorization at any time. I understand that if I revoke this authorization, I must do so in writing and present my written revocation to the Center for Neurocognitive Assessment and Rehabilitation and/or Dr. Nicole Christian. I understand that the revocation will not apply to any health information that has already been released in response to this authorization.

[bookmark: _GoBack]I understand that if my health information is disclosed to a party other than a healthcare provider or health plan subject to the federal privacy regulations, my health information disclosed pursuant to this authorization may no longer be protected by the federal privacy regulations.

The health information that I have requested the Center for Neurocognitive Assessment and Rehabilitation and/or Dr. Nicole Christian to disclose contains privileged psychiatric, psychological and/or neuropsychological information related to the treatment of physical and/or mental illness. I hereby waive any privilege concerning such information for the purposes of releasing it to the party or parties authorized above. I also release the Center for Neurocognitive Assessment and/or Dr. Nicole Christian, their officers, trustees, agents and employees from any and all liabilities, damages, and claims which might arise from the release of the health information authorized by me above.


_____________________________________________		__________________
Signature of Patient (or Patient’s Representative)			Date


_____________________________________________
Description of Authority to Act for Patient 
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