Anne Crowley, Ph.D., Licensed Psychologist

2499 S. Capital of Texas Hwy

Building A, Suite 105
(512) 659-7999


AUTHORIZATION FOR DISCLOSURE (Release to or from Other Individuals) OF CONDFIDENTIAL INFORMATION
Client name 
____________________________________________________________
Address 
____________________________________________________________

Date of Birth ​
___________________    
Authorizes Anne Crowley, of Austin, Texas to release the following psychological information to or receive the following information from:

Name of Person/ Facility _____________________ of  
________________________​_




Name

                   Address

                                                                     
_________________________




   ____________________          _________________________




Phone Number

Fax Number
the following specified information:

_____ Psychological Evaluation
_____ Psychosocial Assessment


_____ Neuropsychological Evaluation
_____ Other ____________________

_____ Initial Evaluation
             ​​_________________________

The information will be used for the following purpose:

_____ Confer with other person orally about information in my medical record
_____ Continuity of Care and Treatment
_____ Other:_______________________

I hereby authorize the use or disclosure of my protected health information as specified above. This authorization permits disclosure of information about mental illness or substance abuse conditions, as well as other health conditions and information.  I understand that this authorization is voluntary and that I may refuse to sign it.  I understand that I may revoke this authorization at any time by giving written notification to my provider or any member of the office staff.  A revocation will not affect any action taken in reliance on the authorization prior to the revocation. If not earlier revoked, it shall expire on the following date, or if not specified in six (6) months from the date signed.

________________________________________________________________________
(date, event, or condition upon which consent will expire)

I understand that, if the recipient is not a health care provider or a health plan, the information disclosed under this authorization may no longer be protected by federal privacy regulations and may be re-disclosed by the recipient.  I understand that treatment may not be denied if I refuse to sign this authorization.  I understand that I should receive a copy of this authorization, even if I do not ask for it.

____________________________________________
_____________________

Signature of Patient
Date

