PEDIATRIC NEUROPSYCHOLOGY SERVICES, PLLC

MICHELLE LURIE, Psy.D., ABPdN

                    ____________________________________________________________________________________________________________________________________

17770 Preston Rd, Suite 1F, Dallas, TX 75252  •  Tel: (972) 248-3682
Authorization Form

This form when completed and signed by you, authorizes me to release and obtain protected information from your clinical record to the person you designate.

_________I authorize Michelle Lurie, Psy.D.; ABPdN  to release and exchange pertinent verbal and/or written information to the party named below for the purpose of clinical evaluation and/or treatment.
_________I authorize the party listed below to release pertinent verbal and/or written information concerning the physical/emotional health from my clinical records to Michelle Lurie, Psy.D.; ABPdN
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________.
This authorization shall remain in effect until:            /                    /

You have the right to revoke this authorization, in writing, at any time by sending such written notification to my 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 a legal right to contest a claim. 

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

______________________________

_________________

Signature of Patient
/Guardian



Date

