Compassionate Neuropsychology
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: ____________________________________________________________________________

1) I understand that this authorization expires 180 days from the date of signature.  A photocopy of this form will be considered as valid as the original.  2) I understand that if this is a mandatory evaluation required by the courts and that I may not revoke this authorization at any time.  3) I understand that information used or disclosed pursuant to this authorization may be subject to redisclosure by the recipient and no longer be protected by Federal privacy regulations.  However, other State or Federal law may prohibit the recipient from disclosing specially protected information, such as substance abuse treatment information and mental health information. 4) I understand that my refusal to sign this Authorization will not jeopardize my right to obtain present or future treatment for psychiatric disabilities except where disclosure of the information is necessary for the treatment.  5) I understand that I can request a copy of this form after I sign it.  By signing below, I acknowledge that I have read and understand this Authorization.
X______________________________________________
                          ____________________

Signature of client (or representative)




Date

Consent for Evaluation 


