Compassionate Neuropsychology, LLC
AUTHORIZATION FOR RELEASE OF NEUROPSYCHOLOGICAL EVALUATION RESULTS/REPORT

Patient Name:_____________________________________  Date of Birth: _____________________
Mailing Address:____________________________________________Phone: __________________

I, _______________________________________, authorize Jennifer Wilson-Binotti, PsyD, of Compassionate Neuropsychology, LLC, to use or disclose information from my neuropsychological evaluation, dated ________________________, which may include information about psychiatric diagnoses and treatment, and substances abuse and health issues, including HIV, to:

Name:______________________________________  Phone/Email: _____________________________
Address: ____________________________________________________________________________

Name:_______________________________________  Phone/Email:_____________________________

Address: ____________________________________________________________________________

Name:_______________________________________  Phone/Email:_____________________________

Address: ____________________________________________________________________________

Name:_______________________________________  Phone/Email:_____________________________

Address: ____________________________________________________________________________

This consent is valid until _________________________________.  I understand that I have the right to inspect and copy the information to be disclosed and may revoke this authorization at any time.  Any such revocation will not affect materials disclosed prior to the revocation.  The above-named person(s) authorized to receive this information may use the information only for the purposes outlined above and may not redisclose it without my written authorization.  I also understand that if I refuse to consent to this release of information, the following may occur. ______________________________________________________________________
X______________________________________________
                          ____________________

Signature of client (or representative)




Date
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Revocation of Authorization
The undersigned hereby revokes the above authorization for disclosure.

___________________________________________
_______________________________________

(Patient, Parent or Guardian)





(Witness)

___________________________________________________
_______________________________________________


(Authorized Agent – Power of Attorney attached)

Date
Consent for Evaluation Rev. 01/2018 
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