Claudia Chernow, MD & Associates						1709 St. Georges Rd.
Claudia Chernow, MD, DLFAPS							Dresher, PA 19025
Hope Jann, PA-C								O- 215-657-6021
Child and Adolescent Psychiatry							claudiamd@chernow.us
General Psychiatry								hjann@chernow.us

Release of Information (ROI)

I/We ______________________________________________________________________________________
Hereby authorize exchange of psychiatric, psychological, educational, medical, legal, and other information or records pertaining to myself or my child.

Name___________________________________________________________
Birthdate________________________________________________________

to/from:					Hope Jann, PA-C

to/from: __________________________________________________________________
Phone number: ___________________________________________________________________
Email address: ___________________________________________________________________
Relationship to Patient: ____________________________________________________________
Purpose of Need
For Disclosure:		☐ Emergency Contact	☐ Family Involvement	☐ Coordination of Care
			☐ Legal Communication	☐ Medical Coordination	☐ Other
			☐ Employment/Education☐ Funder Communication

This material will not be transmitted to anyone without written consent or other authorization.
I understand that the information or records to be released may contain information pertaining to psychiatric evaluation, diagnosis, and treatment; alcohol and drug abuse; psychological and educational testing; and HIV/AIDS-related information.
I understand the refusal to grant consent will not jeopardize my right to obtain present or future treatment except where disclosure of the communications and records is necessary for the treatment.
I understand that I may withdraw this consent at any time prior to the release of the above information, and that withdrawal of this authorization must be done in writing to Claudia Chernow, M.D.
If not withdrawn, this consent will expire one year from the date of signature, or on_______________________.
Signature of Patient: __________________________________   Date: ____________
Signature of Parent: __________________________________   Date: _____________
Signature of Other: ___________________________________   Date: _____________
☐Legal Guardian		☐Conservator
Signature of Witness: _________________________________   Date: _____________

PLEASE INCLUDE A COPY OF THIS RELEASE WITH THE RECORDS
