19910 Malvermn Road

Shaker Heights, OH 44122
Laura Rocker M.D. oo SR TaE o0
Child, Adolescent, and Adult Psychiatry Fax 844-364-1293

Release of Information

Client Name: Date of Birth:
Address: Home #:
Cell #
Work #:
1 hereby authorize Dr. Laura Rocker to:
Nelease information to: I I Meceive Information from:
Name:
Address: Home #
Cell #:
Wark
Person or place that is requesting/receiving information:
!ﬂél:t::::-v DoctogHospital Lawyer l;;:‘::;
Dther
Reason records are needed:
Patient Care Disability ] Insurance | ] School
Legal Other
Treatment dates:

This authorization expires one year from the date of signature or on this date/event:

1 understand that medical records might have information about sexually transmitted disease (STDs), acquired
immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV). It might also have information about
mental health problems or services, and/or treatment for alcohol or drug abuse

I understand that if I release records to someone other than a doctor, insurance company, hospital or other health.
related organization, these records may no longer protected by the Federal privacy repulations, and this person or
organization might release the records to someone else.

1 understand that I can revoke orcancel this Authorization at any time, but this does not apply to records that were
already releases. If I want to revoke it, I must notify Dr. Laura Rocker in writing.

Signature of Patient/Parent/T.egal Guardian Printed Name of Patient/Parent/Legal Guardian Date:

Signature of Witness Printed Name of Witness Date:




