ALAN T. FISHER, Ph.D.

5656 S. Staples, Suite 302

Corpus Christi, TX  78411

(361) 992-9624

FAX (361) 993-3921

CONSENT FOR RELEASE OF PROFESSIONAL INFORMATION

Patient’s Name:_____________________________ Date of Birth:____________

Alan T. Fisher, Ph.D.  hereby has authorization to secure and release psychological, social, educational and other clinical information regarding the patient named above.

The purpose of this Authorization is:

· Request for psychological / medical / educational information to assist in assessment/treatment.

· Release for psychological / medical / educational information to assist in assessment/treatment.

Signature:________________________________ Today’s Date:____________








 Expiration Date:____________

Name of Signer (please print) _________________________________


If a Minor Patient, Relationship to Patient:________________________


Witness:____________________________

This authorization applies only to the institution/individuals named below:


Name:____________________________________________________


Address:___________________________________________________


City/State/Zip:______________________________________________


Phone:______________________________ Fax:__________________

Photocopies of this consent form are acceptable.

PLEASE NOTE: Consistent with HIPAA rules, this authorization can be restricted and/or revoked based on your written request.

