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Dr. Norwil C. Frial, Psy.D., CADC
2530 Crawford Avenue, Suite 206 * Evanston, Illinois 60201 * 312-339-6208

AUTHORIZATION FOR RELEASE and/or EXCHANGE OF INFORMATION

Date: ___________________
I, _________________________________________, _______________________________________ _______

(Last Name)





(First Name)

          
(MI)

______/______/__________

________-______-________

________________________

        (Date of Birth)


  (Social Security Number)


(Phone Number)
____________________________________________________________________________________

Address: (Number, Street, Apt. #)



(City, State, Zip)
hereby authorize and request Dr. Norwil C. Frial, Psy.D., CADC to release and/or exchange information with:

____________________________________________________________________________________

(Health Care Provider)

______________________________________________
____________________________________

(Address)






(Phone)

______________________________________________
____________________________________

(City, State, Zip)





(Fax)

This information will be used for the purpose of ongoing coordination of this client’s care and is confined to the following specified information:

___ Discharge Summery

___ Developmental Disability

___ Progress Notes
___ History and Physical

___ Psychiatric Treatment Records 
___ Pathology Report
___ Alcohol & Drug Abuse Records
___ X-Rays



___ Laboratory Reports
___ Case Management Records

___ HIV/AIDS, if applicable

___  Other: ____________ 

and the following date(s) of treatment.  Date(s) seen: _________________________________________

THIS INFORMATION IS VALID UNTIL: ____________
I understand that this authorization is limited to the information requested above being sent to and/or exchanged with the facility and/or individual(s) named herein, and that it not be further disclosed or used for any purpose other than as stated in the authorization.  It is further understood that I have the right to revoke in writing the consent contained herein at any time, but not retroactive to the release of information made in good faith.  I also have the right to inspect and copy any information to be released.

I understand that my refusal to authorize the release of information specified above will prevent disclosure of such information and may have the following consequences: unable to coordinate care, apply for services and/or records not released. 
__________________________________________

______________________________________
Signature of Person Authorizing

Date


Witness




Date

__________________________________________



Signature of Parent/Guardian

Date




