Valette Liedtke-Hendrickson Ph.D.
INDIVIDUAL PATIENT'S AUTHORIZATION
This form is to confirm your authorization to use or disclose your protected health information for a special purpose.
I give consent to Dr. Valette Liedtke-Hendrickson to release the following selected information.
Please choose 1 option:
1. Phone consultation (preferred form of disclosure to another therapist)
_____ Check here to give consent to disclose information via phone call

2. Release of printed Psychotherapy Notes limited to the past year of therapy (preferred form of disclosure for hardcopy notes)
______ Check here if this authorization is for release of 1 year of psychotherapy notes

3. Summary
_____ Check here to give consent for a written summary of care to be released

4. Complete Psychotherapy notes
_____ Check here for all psychotherapy notes to be released

Individual Patient or representative confirming the authorization:
Patient Name:

Address:

Phone Num:	



People or Organizations Permitted to Receive Records:

Name:

Address:

Phone Num: 

Fax:
		

________** Please note, it is not standard practice for us to fax medical information; by initializing here you authorize us to fax this information.

I understand that I may revoke this authorization at any time by giving written notice. However, I understand that I may not revoke this authorization for any actions taken before receipt of my written notice to revoke this authorization.

I have read this authorization form, and I agree with all statements made in this authorization. I understand that, by signing this form, I am confirming my authorization for use and/or disclosure of the protected health information described in this form with the people and/or organizations in this form.

Patient Signature or 
Authorized Representative:

Date:
		


If this authorization form is executed by a personal representative of the patient, please complete the information below:

Relationship to Patient: 


