Authorization for Release of Information

Client Name: _____________________
Client date of birth: ___________________

I authorize the release of the following information to and from the following:

Jill Schoeneman-Parker, Psy.D.



______________________________

9711 Skokie Blvd, suite H, Skokie


____________________________

3285 N. Arlington Heights Rod, # 201, Arlington Heights
Fax: 847-563-8790




Fax: _________________________

Phone: 224-639-6909   




Phone: _______________________

The purpose of this request is:

 ___ to complete an assessment or treatment plan 


___ to collaborate for therapy
Specific Information to be disclosed:

___ Assessments

___ Psychiatric or Psychological Evaluations

___ Progress Notes 

___ Discharge and Treatment Summary

___ Academic History
___ Family History

___ All clinically relevant information

___ Other: ____________________________

I authorize the use of the information as described above in order fulfill the purpose as identified in this document.
My authorization will expire:

___ when I am no longer receiving services from Jill Schoeneman-Parker, Psy.D.

___ one year from this date recorded below
____________________



___________________

Signature





date

____________________



___________________

Signature  





date

