
IVY PATT & ASSOCIATES, LLC
125 Lasalle Rd., Ste. 310

West Hartford, CT 06107

860-810-0587
AUTHORIZATION FOR RELEASE OF CONFIDENTIAL INFORMATION

Name: ______________________________________  Date of Birth: ________________

Please initial one of the following options:

I, 
_____ AUTHORIZE



_______ DO NOT AUTHORIZE

the office of Ivy Patt & Associates, LLC, to exchange all necessary information related to my mental health/psychiatric/psychological/medical substance abuse care, including diagnosis, treatment plan, discharge planning arrangements, and copies or summaries of clinical records, with the following persons/agencies/facilities:

Name: ________________________________________________________________________

Address: ______________________________________________________________________

City/State/Zip: _________________________________________________________________

Telephone: _______________________________ Fax: ________________________________

I am requesting my psychotherapist to release this information for the following reasons: 

______________________________________________________________________________

This authorization will remain in effect until one year from the signing of this form.

You have the right to revoke this authorization, in writing, at any time by sending such written notification to the above office address.  However, your revocation will not be effective to the extent that I have taken action in reliance on the authorization or if this authorization was obtained as a condition of obtaining insurance coverage and the insurer has the legal right to contest a claim. 

I understand that my psychotherapist generally may not condition psychological services upon my signing an authorization unless the psychological service are provided to me for the purpose of creating health information for a third party. 

I understand that information used or disclosed pursuant to the authorization may be subject to redisclosure by the recipient of your information and no longer protected by the HIPAA Privacy Rule.

____________________________________

_____________________________

Signature of Client/Legal Guardian



Date



          

______________________________________________________________________________

