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[bookmark: _sn76xcxcq4zm]Records Request
[bookmark: _cr4mlhhha3du]Patient Information
· Patient Name: 
· Date of Birth: 
· Current Address: 
· Phone Number:
· Email Address:
[bookmark: _fld44gxqfk0c]Records Requested
Please specify the type of records you are requesting and the date range.

· Type of Records (check all that apply):
· [ ] Therapy Notes
· [ ] Psychiatric Evaluations
· [ ] Medication Records
· [ ] Psychological Testing Results
· [ ] Billing Records
· [ ] Other (please specify):
· Date Range of Records: From _______________________ to _______________________
[bookmark: _z2uo0rtz5u86]Purpose of Request
Please briefly explain why you are requesting these records.
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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[bookmark: _ondvrpwle2a1]Release of Information
I,____________________________,  hereby authorize the release of my mental health records as specified above. I understand that I have the right to revoke this authorization at any time by providing written notice.
[bookmark: _n6ljs144ze1y]Signature
· Patient/Legal Guardian Signature: ____________________________
· Printed Name: ____________________________
· Date: ____________________________
[bookmark: _6pqiic78t4k3]
[bookmark: _oq55tjpve8el]For Office Use Only
· Date Received: Date
· Records Prepared By: Person
· Date Records Released: Date
· Method of Release:
· [ ] Mail
· [ ] Pick-up
· [ ] Fax
· [ ] Email
· [ ] Other:
· Notes:
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