AUTHORIZATION FORM

This form, when completed and signed by you, authorizes Jill McElroy, MFTI to release and exchange protected information from your clinical record to the person(s) you designate.

I authorize Jill McElroy, MFTI to release and exchange the following information:

____    history information

____    diagnostic information

____    treatment information

____    test results

____    billing information

____    scheduling information

____    other:  __________________________________________________________________________________
This information should only be exchanged with:  (Please provide the name and telephone number of the person with whom the information is to be exchanged):



I am requesting Jill McElroy, MFTI, to exchange this information for the following reasons, and subject to the follow limitations (“At the request of the individual” is all that is required if you do not desire to state a specific purpose.)
                



This authorization shall remain in effect until one year after the termination of therapy.

I understand that I have the right to revoke or modify this authorization, in writing, at any time by sending written notification of that revocation or modification to Jill McElroy, MFTI at her office address.  However, my revocation or modification will not be effective until Jill McElroy, MFTI, receives it.

Print name of patient:  __________________________________________________________________

Signature of patient/guardian:  ____________________________________________________________________

Nature of relationship to patient:    _________________________________________________________________

Date:  ________________________________________________________________________________________ 

Jill McElroy, California Marriage & Family Therapist Intern No. 60835

1116 22nd Street, Sacramento, CA 95816

Supervised by Candence Little, California Licensed Marriage & Family Therapist No. 11356


