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Emily Brown Werner, PhD
Licensed Clinical Psychologist
303.233.4186, Ext. 2   dr.emilywerner@gmail.com

[bookmark: _GoBack]Authorization to Release Information
A. Information to be released to:	
Person, facility, or School District: _______________________________________
Address: ______________________________________________________________________________________
Phone: _____________________		Fax:  ______________________________

B. Identifying information about the client:
Child’s Name: _______________________________________________________   Birthdate: ________________ 
Parent/guardian: _______________________________________________________________
Address of parent/guardian: _____________________________________________________________________ 
Phone: _______________________________________________________

C. I hereby authorize Emily Brown Werner, PhD to release Protected Health Information (PHI) and the records listed below marked by an X in the boxes below. (Items not to be released have a line drawn through them.) Please recognize that the information shared during interactions is limited to clinically relevant information, per my clinical judgement.

	❑ Psychological evaluation(s) summary and impressions, diagnoses, prognoses, and recommendations	
	❑ Achievement, IQ/cognitive and other test results. 		❑ Report of teachers’ observations. 
	❑ Behavioral observations 								❑ Reported social, medical, and developmental history
Any HIV-related information and drug and alcohol-related information contained in these records will be released under this consent unless indicated here:  Do not release ❑ 
	 
D. Select: 
	❑  Please forward the records to the address written above (Part A).	
	❑  PHI and selected records to be released electronically (email) or via fax.  

E.   I have been informed of the risks to privacy and limitations on confidentiality of the use of electronic means of information transfer (such as email), and I accept these by signing my initials here  _______.  

F. I understand that no services will be denied the client solely because I refuse to consent to this release of information, and that I am not in any way obligated to release these records. I do release them because I believe that they are necessary to assist in the development of the best possible treatment plan for my child. The information disclosed may be used in connection with my child's treatment. 

G. I understand that information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and may no longer be protected by the HIPAA Privacy Rule, although state law may differ.

H. This request/authorization is valid during the pendency of any claim or demand made by or in behalf of me/the patient, and arising out of an accident, injury, or occurrence to me/the patient. I understand that I may void this request/ authorization, except for action already taken, at any time by means of a written letter revoking the authorization and transfer of information, but that this revocation is not retroactive. If I do not void this request/authorization, it will automatically expire in 90 days from the date I signed it. 

I. I agree that a photocopy of this form is acceptable, but it must be individually signed by me and Dr. Piper.

J. I affirm that everything in this form that was not clear to me has been explained. I also understand that I have the right to receive a copy of this form upon my request. 

____________________________________	________________________	_______________	_____________
Signature of parent/guardian							Printed name 						Relationship 			Date 
			
I, a mental health professional, have discussed the issues above with the client and/or his or her parent or guardian. My observations of behavior and responses give me no reason to believe that this person is not fully competent to give informed and willing consent. 

____________________________________	Emily Brown Werner, PhD				____________________
Signature of professional 																		Date 
[Type text]	[Type text]	[Type text]
❑ Copy for patient or parent/guardian 	❑ Copy for source of records 	❑ Copy for recipient of records              01.06.14
