Westchester Psychotherapy PC

A Comprehensive Private Group Practice Providing Individual and Group Therapy 

for Children, Adolescents, Adults and Families
www.westchesterlcsw.com
245 N Broadway Suite # 101
Sleepy Hollow, NY 10591

914-806-7376

avarianides@yahoo.com

AUTHORIZATION FOR

RELEASE OF INFORMATION

1. Client’s name: ______________________________________________________________________

   

   First Name

 
Middle Name

   
Last Name

2. Date of Birth: ___/___/___

3. Date authorization initiated: ___/___/___

4. Authorization initiated by:

___________________________________________________________________

 I hereby give permission to the following person(s) to disclose any information or clinical data to Westchester Psychotherapy PC, that will contribute to my treatment planning or coordination of services. I have received and understand Health Insurance Portability and Accountability Act of 1996, as amended from time to time (“HIPAA”).
1. Name ______________________________________ Telephone ______________________ 

Relationship to Client _________________________________________________________
2. Name ______________________________________ Telephone ______________________ 

Relationship to Client _________________________________________________________
3. Name ______________________________________ Telephone ______________________ 

Relationship to Client _________________________________________________________ 

4. Name ______________________________________ Telephone ______________________
Relationship to Client _________________________________________________________
5. Name ______________________________________ Telephone ______________________ 
Relationship to Client _________________________________________________________ 

______________________________________

 __________________ 
Client Signature 





Date 
_____________________________________

 __________________ 
Signature of Parent or Guardian if client under 18 

Date 
______________________________________ 

__________________ 
Clinician Signature




Date
