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Advantage-Coach And Psychological Services 

AUTHORIZATION TO RELEASE INFORMATION

To:






Date:













Patient:












D.O.B.:





State Purpose of Need for Release:









Specific Information to be disclosed:


    Results of Psychological Testing


  Diagnosis


    Treatment Summary



   Medication


    Treatment Recommendations


   Statement of Progress


    Discharge Summary



   Discussion


    Mutual Exchange of Information

Other 




The requested information contains nonpublic, personal information contained in health records that are protected in accordance with the HIPAA Privacy Rule.  Such information will only be released to third parties with written consent of the patient named in the disclosed information or the patient’s legal guardian, except as permitted or required by law.  I hereby authorize Dr. Sakinah Rasheed to release or obtain the information regarding my above named dependent or myself.  It is further understood that the specific information is only authorized to be released for the expressed purpose(s) stated in this authorization.  I understand this authorization is subject to revocation at any time in writing, and unless otherwise specified, it automatically expires in one year from the signature date.


  Please expect a telephone call from Dr. Rasheed, or her representative:



Name of authorized representative


   Please send information to the address circled below:



1568 Cloverdale Drive

602 Denham Street



Marietta, Georgia 30067

Riverdale, GA 30274






Signed:












Signer is (Circle One):  Patient, Parent, Guardian






Witness:











Date:








