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Authorization for Release of Information

I, ____________________________________________, hereby consent to the exchange of clinical/medical/academics records or other confidential information between 

Allison K. Chase, PhD

AND


____________________________

2525 Wallingwood Drive




Building 7D, Ste 704





____________________________

Austin, Texas 78746






Phone: 512-347-9992





____________________________

Fax: 512-329-5108














____________________________

Patient Name: ____________________________________

Date of Birth: ______________________________ 

Nature of records or information to be released:

________ All records



            __________ Lab Reports

________ Psychiatric or mental health records
__________ Medication Records

________ Alcohol and/or substance use records
__________ Psychological Testing

________ Admission and/or Discharge records
__________ Academic Records

________ Verbal communication

Reason for Information: __________________________________________________

This authorization may be revoked at any time and expires upon termination of the therapeutic relationship.

A copy shall be as valid as the original.

____________________________________

____________________

Patient’s Signature





Date

____________________________________

____________________
Parent or Guardian’s Signature, if patient is


Date

a minor

[image: image2.jpg]www.DrAllisonChase.com | 2525 Wallingwood Drive, Building 7D, Suite 704 | Austin, TX 78746
rH 512 3479992 rx 512 329 5108 r DrChase@DrAllisonChase com





