Christine Carpenter, PsyD, Inc. and Associates
155 N. Michigan Ave., Suite 510, Chicago, IL 60601	   •   137 N. Oak Park, Suite 203, Oak Park, IL 60302
www.drchristinecarpenter.com	

Authorization Form
This form authorizes the release of protected information from your clinical record to the person(s) or agency you designate.

I,                                                          , authorize Christine Carpenter, Psy.D., Inc. and/or the contracted billing agency, as appropriate, to release or obtain:

___ Verbal exchange
___ Clinical Records, including testing reports and discharge summaries
___ Billing Records
___ Other:                                                                                                            

This information should only be released to or obtained from (name and number/address):
                                                                                                                                                                   
                                                                                                                        
                                                                                                                         
I am requesting the release of this information for the following reasons: 

___ At the request of the client				___ Payment purposes
___ For consistency in treatment				___ Other:                                                      
___ For treatment planning and implementation

This authorization shall remain in effect for one year from today’s date, unless indicated otherwise. I understand that I have the right to revoke this authorization at any time by delivering written notification to Christine Carpenter, Psy.D., Inc.. However, your revocation will not be effective to the extent that information has already been released based on this 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 my psychologist generally does not require me to sign an authorization as a condition of receiving psychological services, unless the psychological services are provided for the purpose of creating health information for a third party. I understand I have the right to review disclosed mental health information.

I understand that Illinois law prohibits re-disclosure of any information disclosed to the recipient pursuant to this authorization unless this authorization specifically permits such a re-disclosure. I further understand that if information is released to a party in another state, re-disclosure may be allowable according to their state laws. I also understand that once my psychologist releases information, she has no responsibility or control over how that information is stored or utilized.

                                                                                                                      
Signature of Client							Date

                                                                                                         	                                         
Signature of Parent/Guardian (for children up to 18 years of age)		Date				
Signature of both parents is required except in the event that only one parent has legal custody.

                                                                                                         	                                           
Witness									Date.

