Sample Authorization for Release of Information

Patient’s name:

Date of birth:

Address:

Telephone number:

Record number:

I hereby authorize the release of information/records regarding: 

[State the nature of the records or information here.  Examples: the psychological assessment of, or psychotherapeutic treatment of, etc.]
From:

Name person or institution authorized to release the records or information:

Address:

Telephone:

To:

Name person or institution authorized to receive the records or information:

Address:

Telephone:

Fax number:

For the purposes of: 

[State reasons for release in broad terms, such as:  assisting in treatment planning, preparing an educational plan, use in court-ordered evaluation, etc.]
This release shall be valid for [Example: 90 days, until the completion of the court proceedings, etc.] from the date signed, unless withdrawn sooner and shall [Specify scope such as: include all professional records; be limited to the psychological testing data; be limited to services provided between September 2002 and March 2003; etc.].

Signed: [signature, printed name, date]
Relationship to patient: [patient (if competent adult), parent, legal guardian]
Witnessed by: [signature, printed name, date]
