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AUTHORIZATION FOR RELEASE OF INFORMATION 

  
I, __________________________do hereby consent and authorize Integrated Psychological Center of Indiana (IPCI)  
 
TO DISCLOSE to ________________________________________________________________________________ 
                                                           Name/Address/Telephone Number    

The following specific information regarding (self/child’s name): __________________________________________ 

___ Admission    ___ Discharge Summary    ___ Progress Notes  
___ Attendance in Treatment  ___ Patient Demographic   ___ Psychological  
___ Progress in Treatment                         Information           Evaluation   
___ Prognosis/Diagnosis  ___ Treatment Plans   ___ Other: __________________________ 
 

I understand that this information is to be used for the purpose of: ________________________________________ 

 

__________________________    ______________________________ 
Patient/Guardian Signature     Witness Signature  
 
__________________________    ______________________________ 
Printed Patient/Guardian Name    Witness Printed Name  
 
__________________________    ______________________________ 
Date       Date  
 
I, __________________________do hereby consent and authorize Integrated Psychological Center of Indiana (IPCI),  
 
TO RECEIVE from ______________________________________________________________________________ 

                                                           Name/Address/Telephone Number    

The following specific information regarding (self/child’s name): __________________________________________  

___ Admission    ___ Discharge Summary    ___ Progress Notes  
___ Attendance in Treatment  ___ Patient Demographic   ___ Psychological  
___ Progress in Treatment                         Information           Evaluation   
___ Prognosis/Diagnosis  ___ Treatment Plans   ___ Other: __________________________ 
 

I understand that this information is to be used for the purpose of: ________________________________________ 
 

__________________________    ______________________________ 
Patient/Guardian Signature      Witness Signature  
 
__________________________    ______________________________ 
Printed Patient/Guardian Name    Witness Printed Name  
 
__________________________    ____________________________ 
Date       Date  


