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AUTHORIZATION TO RELEASE CONFIDENTIAL HEALTH INFORMATION
CHILD’S NAME:___________________________________________ BIRTH DATE:_________________ 
I, __________________________________________ hereby give my consent to Worth Therapy to release and receive personal health information contained in my child’s Clinical Record for the purpose of consultation to/from: 
	Psychiatrist: _________________________________
	Dietitian: ___________________________________

	Phone: _____________________________________
	Phone: _____________________________________

	☐Mental health ☐ medical history ☐ family history  ☐other
	☐Mental health ☐ medical history ☐ family history  ☐other

	
	

	Pediatrician: _________________________________
	School Counselor: ____________________________

	Phone: _____________________________________
	Phone: _____________________________________

	☐Mental health ☐ medical history ☐ family history  ☐other
	☐Mental health ☐ medical history ☐ family history  ☐other

	
	

	Prior Therapist: ______________________________
	Other: _____________________________________

	Phone: _____________________________________
	Relationship to the patient: _____________________

	☐Mental health ☐ medical history ☐ family history  ☐other
	Phone: _____________________________________

	
	☐Mental health ☐ medical history ☐ family history  ☐other


I understand that the purpose of this release is to assist with my child’s treatment by improving communication between professional service providers who are treating, have treated, or are assisting with my child’s care.  To further this goal, I authorize my child’s therapist, Dr. Kathryn Sternweis-Yang, PhD, to consult with the above-listed individuals and release the specified information regarding my child.  In turn, Dr. Sternweis-Yang is allowed to receive information from them.  I have been informed of the risks to privacy and limitations on confidentiality of the use of electronic means of information transfer, and I accept these.
I understand that I may revoke this release at any time, except to the extent that it has already been acted upon. This 
release will expire ❑ one year from this date, ❑ upon my discharge from treatment by this agency or by the person 
specified above, or ❑ under these circumstances: _________________________________________________
I understand that information disclosed under this authorization may be re-disclosed by the individual(s) above and may
no longer be protected by this privacy rule.

___________________________________	 	______________________________	_______________
Name of Patient									Signature									Date 

____________________________________	______________________________	_______________
Name of Parent/Guardian, relationship 			Signature									Date 
[bookmark: _GoBack]

***Compliant with the Health Insurance Portability and Accountability Act (HIPAA)***
1701 River Run, Suite 912, Fort Worth, Texas 76107
phone: 817-888-1011    fax: 817-887-2797    email: worththerapy@gmail.com
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