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KORU PSYCHOLOGICAL SERVICES

AUTHORIZATION TO RELEASE INFORMATION

RE: __________________________________________________________________________________

SS#_____________________________________________DOB:_________________________________

I authorize: 
Dr. Jill Nicolino of Koru Psychological Services



2807 North Tenth Street Ste. 12



St. Augustine, FL 32080



Phone:  828-242-9553



Fax: 904-679-5527

to:       OBTAIN FROM: ________  


RELEASE TO: _________

_____________________________________________________Phone:___________________________



Agency Name





_______________________________________________________  Fax: _________________________



Address

The specific Information:

___ Medical/Physical History

___  Psychiatric Evaluations/Admissions Reports

___ IEP/School Records


___  Psychological Evaluations

___ Treatment Plans



___ Legal Records

___ Discharge/Termination Summaries
___  Psychotherapy Notes

___Other:_____________________________________________________________________________________

I understand that the purpose of this disclosure is for:  

____ Evaluation


____ Other (specify)_____________________________________________________________

I have had explained to me and fully understand this request/authorization to release records and information, including the nature of the records, their contents, and the consequences and implications of their release. This request is entirely voluntary on my part. 

I understand that I may take back this consent at any time within one year, except to the extent that action based on this consent has already been taken.  This consent will expire automatically after one year from the date on which it is signed, or upon fulfillment of the purposes stated above.  

I understand that information used or disclosed pursuant to the authorization may be subject to redisclosure by the recipient of your information and no longer protected by the HIPAA Privacy Rule. 
_________________________________

_______________________________          _________________


Signature of client




 Printed name 




Date 

________________________

_______________________       ____________

Signature of parent/guardian/representative 


  Printed name 



       Relationship  

________________________

________________________
____________


Signature of witness 



     Printed name 
         
                                   Date
Jill Nicolino, Psy.D, LP #8278    Ph. (828) 242-9553    Fax; 904-395-9500     Email: Dr.Nicolino@gmail.com    
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