Lavinia D. Myers, MA, LPC
1640 Powers Ferry Rd SE, Bldg. 27, Suite 200  Marietta, GA 30067
Tel: 770-508-0994

Authorization to Release Information- (Must be completed in full)

Patient:_________________________________________________________________

DOB:_____________________  Social Security Number:_________________________

I HEREBY REQUEST AND AUTHORIZE Lavinia D. Myers to:


CHECK ONE OR BOTH: 
TO RELEASE TO

⁫ TO REQUEST FROM

Name:__________________________________________________________________

Address:________________________________________________________________

City:______________________ State:_______________ Zip:_____________________

Phone:_______________________________ Fax:_______________________________

THE FOLLOWING INFORMATION:

CHECK APPROPRIATE AREAS TO BE RELEASED-YOU MUST BE SPECIFIC

⁪ Discharge Summary

⁪ Telephone Calls/Verbal Communication

⁪ Consultations

⁪ Psychosocial History

⁪ Initial Clinical Assessment

⁪ Other (please specify):__________________________________________________

For the purpose of: ⁪ Continued Treatment  ⁪ Other_________________________

I further agree to indemnify and hold harmless Lavinia D. Myers from all liability that may arise from the release of the information herein requested.

Medical records frequently contain information which may be privileged and/or a confidential remark furnished by the patient, patient’s family and staff. If, in the judgment of the clinical staff, disclosure of the privileged/confidential information may be harmful to the patient, release of such information may be withheld in accordance with specific state and federal regulations. Records released may contain alcohol and drug treatment information, patient photographs, AIDS/HIV or psychiatric/psychological/other mental health privileged or confidential information. Certain communications are privileged and not subject to release without your consent under state and/or federal law. 

After giving due consideration to the above statement, I authorize Lavinia D. Myers to furnish information, including electronic, photostatic, or faxed copies of my medical record, including matters privileged under the laws of the state of Georgia, and applicable federal laws and regulations, to the above organization/individual or to its agents. 

I understand that this authorization is subject to revocation by written notice to the provider from the patient or guardian at any time except to the extent that action has been taken in reliance, and is only valid for a period of one year from the date of my signature, unless I specify another date or event here:_____________________________________.
______________________________

______________________________________

Date signed




Patient signature

______________________________

______________________________________

Witness Signature



(Legal guardian if applicable) 
Relationship
Effective Date: September 1, 2018

