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2400 Old Brick Road 
Suite 138 
Glen Allen, VA 23060
t: 888-779-2470
f: 804-593-4149 
WWW.IPSYCHS.COM


[bookmark: _Hlk54777872]RELEASE OF INFORMATION

I authorize iPSYCHS, LLC to disclose client records as described below. I understand that this authorization is voluntary, and I may refuse to sign this authorization. I further understand that my health care and the payment of my health care will not be affected if I do not sign this form.

I understand that the recipient authorized to receive the information is not a covered entity, i.e., insurance company or non-health provider, the released information may no longer be protected by federal and state privacy regulations.


I hereby authorize		☐  Christina Dolin, MS, LPC, LMHC
				☐  ____________________________
				


To:	�   Release information to:		Name:    ______________________________	
	�   Obtain information from:		Address: ______________________________
	�   Exchange information with:	               ______________________________
						               ______________________________
					            Phone:    ______________________________

To:	�   Release information to:		Name:    ______________________________	
	�   Obtain information from:		Address: ______________________________
	�   Exchange information with:	               ______________________________
						               ______________________________
					            Phone:    ______________________________

To:	�   Release information to:		Name:    ______________________________	
	�   Obtain information from:		Address: ______________________________
	�   Exchange information with:	               ______________________________
						               ______________________________
					            Phone:    ______________________________



To:	�   Release information to:		Name:    ______________________________
	�   Obtain information from:		Address: ______________________________
	�   Exchange information with:	               ______________________________
						               ______________________________
					            Phone:    ______________________________

The information requested or authorized for release or exchange pertains to:

[bookmark: _Hlk54702953]	�   Mental Health
	�   Education
	�   Community Services 
	�   Legal
	�   Drug or Alcohol Abuse
	�   Other _____________________________________________________________

The purpose of the use and or disclosure:

	�  Continued Care
	�  Legal
	�  Insurance
	�  Personal Use
	�  Other ______________________________________________________________

This authorization is valid for 90 days from the date below or ___________, whichever is earlier.  I may cancel this authorization by signing, dating, and writing “CANCEL” on this original form or by sending a written, signed, and dated request to the psychotherapist above indicating my desire to cancel.  I understand that once my information has been released, the recipient might re-disclose it and has no control over it and privacy laws may no longer protect it. The purpose of this authorization is to improve the quality of my mental health evaluation or treatment.





[bookmark: _Hlk54777157][bookmark: _Hlk54777136]														
Printed Client Name								Date of Birth


														
Client Signature								Date


														
Guardian’s Signature (if patient is a minor)					Date
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