AUTHORIZATION TO RELEASE INFORMATION
I___________________________give permission to Michele Feinberg M.D. 

to obtain the following information from:______________________
to release the following information to: _________________
regarding________________________________________



(Name of Patient) 
REPORTS AND INFORMATION
-----Psychiatric Evaluations              -----Diagnostic Evaluation          
-----Educational Reports

    -----Treatment plan
-----Psychological Evaluations 
     -----Medical reports

-----Intake/Admissions Reports
------Verbal Communication                
                           -----Other 
_ 

This information will be used for the purpose of:


___Treatment planning and care


___ other (Specify)____________________

I understand that signing this authorization is voluntary and not required for


treatment. I reserve the right to withdraw this Authorization at any time in writing. Any information already released by this authorization will not be affected by such withdrawal. This consent, if not withdrawn, is in effect for six months. 

I understand that the information disclosed is from records whose confidentiality is protected by state and/or federal law. I also understand that this record may contain confidential information pertaining to psychiatric, psychological, drug and/or alcohol abuse treatment, and may contain confidential HIV (AIDS) related information. 

_______________________________                    ______________________


Parent/Guardian Signature
Date

Child Signature (if 14 or older)

__________________________________

__________________________


Witness





6 month review date

Child and Adolescent Psychiatry of Fairfield County, P.C.
Michele Feinberg M.D.

