Lisa M. Leonard, PsyD

LICENSED PSYCHOLOGIST

1010 Delta Avenue, Suite 3

Cincinnati, OH 45208

513-315-3557

PATIENT CONSENT FOR RELEASE OF CONFIDENTIAL INFORMATION

This form when completed and signed by you, authorizes me to release protected mental health information from your clinical record to the person(s) you designate below. In order to provide the best quality care to my patients, I request permission to discuss your (or your minor child’s) treatment with other health-care providers/ schools or agencies that have had past involvement with you. Signing this authorization enables me to exchange clinical information with your primary care physician, past/current therapists, psychiatrist, case workers, school personnel, or others named below in order to coordinate treatment, care and follow-up.

I,___________________________, hereby give my consent to Lisa M. Leonard, PsyD and to the clinicians, or agencies named below to exchange any information related to my (or my minor child’s) medical, educational, or mental health history in order to coordinate treatment, care, and follow-up. I understand I may cancel this consent to the extent that information has already been exchanged; otherwise, this consent will expire one year from the last date of my (or my minor child’s) treatment with Dr. Leonard.

1. Name_________________________

Address_______________________

Phone_________________________

2. Name_________________________

Address_______________________

Phone_________________________

________________________________________

Signature of Patient or Legal Guardian/  Date

