
Sholtes and Associates, LTD
Robert M. Sholtes, M.D.       
Susan K. Sholtes, L.C.S.W. 

 Telephone: (847)328-1920 
      Fax No.: (847)328-1925

Release of Information
Requesting information regarding:

,,//, _____________________________________________ ____ ___ _____________
Name of Client Date of Birth SSN Daytime Phone

The client or guardian hereby authorizes and requests:

to furnish To/From: ________________________________  
Name of person or institution
________________________________ 
Address

Robert M Sholtes, M.D.                         
500 Davis St
Suite 1006
Evanston, IL., 60201________________________________ 

City, State  Zip 
________________________________ 
Telephone Fax Number

Information contained in my health record for review, examination, and/or photocopies. 
Access to this information is limited as designated below:
Check all items to be released and initial items if you approve Fax transmission.

Diagnostic evaluation_____ 
Medical records, incl evaluations and diagnostic studies reports_____ 
Progress notes_____ 
Results of psychometric test_____ 
Medical treatment information only_____ 
Letter_____ 
Telephone contact to coordinate treatment with other professionals_____ 
Teacher or School based observations_____ 
Other, please specify:_____ ____________________________________ 

The purpose for the record/information is:____________________________________

I fully understand the following:  My medical record and/or information in connection with the treatment 
dates stated above may contain mental health and developmental disabilities, alcohol or drug abuse 
information.  The medical records and/or information authorized to be disclosed hereunder are privileged 
and confidential and may be disclosed only on my authorization except as required by law.  I understand 
that information disclosed pursuant to this authorization may be re-disclosed by the recipient and may not 
be covered by law.  I may inspect and arrange for photocopies of the records/healthcare information that 
are to be disclosed. This authorization expires one (1) year from the date of signature.
I may revoke this authorization at any time (except to the extent that action has already been taken in 
good faith reliance on this authorization) by submitting a written revocation request to the facility where I 
signed my authorization.  If I refuse to sign this authorization, my medical records/health information will 
not be released.  The potential adverse consequences to me if I refuse to sign this authorization may be 
lack of continuity of care or coordination of treatment.

/// /______________________________________________ ___ ___ ___ ___
Signature of Client  Date Signature of Parent/Guardian Date
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