
Authorization For The Use Or Disclosure of Health Information
I,___________________________ authorize ________________________
to exchange information regarding my mental health treatment and medical healthcare for continuity of care purposes with _____________________________________________
Information to Which This Authorization Applies     (Mark one)
· All health information pertaining to any medical history, mental or physical condition, and treatment received.
· Only the following records of types of health information (including dates):

________________________________________________________________________

________________________________________________________________________
________________________________________________________________________

Notice of Rights and Other Information

Complete your acknowledgement that You understand that:

· You do not have to complete this authorization 
· You have a right to revoke this authorization at any time
You have a right to receive a copy of this signed authorization
Permission/authorization to release this information expires one year from the date below
Signature:___________________________________________Date:_____________
Parent or Guardian Signature (if required)_________________________________
Roy H. Crouse, Ph.D. ABPP


Licensed Clinical Psychologist


Diplomate in Counseling Psychology





Mark Prosser, M.S.  LPC, LMFT





Bozana Young, Ph.D.


Licensed Clinical Psychologist
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