John W. McCaskill, Ph.D.  -- Licensed Psychologist 

409 Plymouth Rd., Suite 250, Plymouth, MI 48170              

Phone: 734-416-9098

Fax:      734-416-0158  
AUTHORIZATION FORM

CLIENT NAME_________________________________________________BIRTHDATE________________

This form, when completed and signed by you, authorizes Dr. John W. McCaskill to release protected information from your or your child’s record to the person or agency you designate, and/or allows another person or agency to release information 

to Dr. John W. McCaskill, as specified below.


AUTHORIZATION FOR DR. JOHN W. McCASKILL TO RELEASE INFORMATION:  I authorize my/my child’s psychologist, Dr. John W. McCaskill, and/or his administrative staff _________________________,to release_______________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

(Please provide specific and detailed description of the information you want disclosed.)

This information should only be released to ___________________________________________________________________

___________________________________________________________________________________

(Provide name & address of person or agency to whom the information is to be released.)

AUTHORIZATION FOR ANOTHER PERSON OR AGENCY TO RELEASE INFORMATION TO DR. JOHN W. McCASKILL:

I authorize (provide name and address)______________________________________________________________________

to release the following information to Dr. John W. McCaskill:_________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

(Please provide specific and detailed description of the information you want disclosed.)
PURPOSE OF AUTHORIZATION:  I am requesting that this information be released/exchanged for the following reasons: 
____________________________________________________________________________________ (If you or your child are my client and do not wish to state a specific purpose, you may circle:

At the request of client
 or 
At the request of client’s parent/guardian

This authorization shall remain in effect until ____________________or until________________________________________.





      (desired expiration date)
   
         

(event)

· I understand that I have the right to revoke this authorization, in writing, at any time by sending such written notification to Dr. John McCaskill’s office address.  However, the revocation will not be effective to the extent that Dr. John McCaskill has taken action in reliance on this 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. 

· I understand that my psychologist generally may not condition psychological services upon my signing an authorization unless the psychological services are provided to me for the purpose of creating health information for a third party.  

· I understand that information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient of this information and no longer protected by the HIPAA Privacy Rule.

_____________________________________________

_________________

Signature of Client







Date

_____________________________________________

_________________

Signature of Guardian (if needed)





Date

(If the authorization is signed by a personal representative of the patient, a description of such representative's authority to act for the patient must be provided.) 

 Form updated 7/5/2010
