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Authorization to Release of Information

This form authorizes Brandywine Neuropsychology Associates, Inc. or one of its specific representatives (George E. Ledakis, Ph.D. / Michelle A. Payne, Psy.D., M.B.A. / Daniel Kennedy, Psy.D.) to release to and / or obtain from:
_____________________________________________________________________________________

The following information is being requested:
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Information regarding patient, ____________________________________________________________

The undersigned has been informed that s/he has the right to revoke consent at any time by oral and/or written request. This authorization is therefore subject to revocation at any time except to the extent that action has already been taken in reliance on the authorization or if this authorization was obtained as a condition of obtaining insurance coverage and the insurer has a legal right to contest a claim.
The undersigned has been informed that the provider generally may not condition neuropsychological services upon the signature of an authorization unless the services are provided to the patient for the purpose of creating health information for a third party. The undersigned understands that information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient of the information and no longer protected by the HIPPA Privacy Rule.

This authorization is valid beginning on:  _____________________  and ending in one year of this specified date.


Signature of patient:  _________________________________________	Date: ______________

Printed name of Responsible Party:  ___________________________________________ 
(if patient is under 18 years old or an Incapacitated Person):

Signature of Responsible Party:  ________________________________	Date: ______________
  
Signature of Witness:  ________________________________________	Date: ______________



