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Authorization to Release Information

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:  


Claudia Chernow, M.D.

to/from:     __________________________________________________________

__________________________________________________________

__________________________________________________________

__________________________________________________________

Information will be released for the purpose of:  Psychiatric Evaluation and Treatment.

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If not withdrawn, this consent will expire one year from the date of signature, or on_______________________.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/Student: ___________________________Date: ____________

Signature of Father: __________________________________   Date: ____________

Signature of Mother: __________________________________   Date: ___________

Signature of Other: ___________________________________   Date: ___________

Legal Guardian

Conservator
Signature of Witness: _________________________________   Date: ____________
PLEASE INCLUDE A COPY OF THIS RELEASE WITH THE RECORDS

