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AUTHORIZATION FOR RELEASE OF OR TO REQUEST

CONFIDENTIAL INFORMATION

Re: 







Date of Birth:  




This authorizes Florida Medical Psychology Associates, LLC psychologists, pursuant to Federal Regulation 42 CFR, Part 2: Florida Statutes Chapter 381, 394-397 and/or 455 and Florida Administrative Code Chapters 64B19.10 and 64B19-18 to:

_____ 
RELEASE: Psychological Records in Written and/or Verbal Form to

_____ OBTAIN: Medical, Psychiatric, or Psychological Records from

Florida Medical Psychology Associates, LLC is released from all liability that may arise from the release of or request of confidential information to the specified person(s) or agency.  I understand that under state and federal confidentiality provisions only the above specified information can be released to only the above specified person(s) or agency.  I also understand that I may revoke this release or request of information at any time, provided that I notify the practitioner, physician and/or agency in writing to this effect, but that revocation has no effect on the action taken previously.  This authorization shall remain in force until such time that the purpose for which it was given is accomplished, or until one year from the time it is dated has past, or one year following the termination of treatment, whichever is later.

Signature of Client: 







 Date: 




(or Empowered Representative)

Signature of Witness: 







 Date: 
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