ANNA MCCARTHY, Ph.D. (PSY 22684)
1000 Quail St, Suite 188
Newport Beach, CA 92660
(949) 544 3040
annamccarthyphd@gmail.com
www.drannamccarthy.com

PATIENT CONSENT FOR RELEASE OF INFORMATION FORM:

Patient(s) Name(s):       ____________________________________________

Address:	                 ____________________________________________

                                        ____________________________________________

Date of Birth:

Date of Authorization:			   End Date of authorization:

I, (Insert Patient(s) Name(s))_____________________________________, hereby authorize Anna McCarthy, Ph.D., to disclose to, exchange with, or request information from the following parties, regarding diagnoses and treatment.

Provider’s Name:           ____________________________________________
 
Address:                          ____________________________________________

                                         ____________________________________________

Telephone Number:      ____________________________________________

Information authorized to be disclosed, exchanged or requested may include any or all of the following:

[bookmark: _Hlk241953891]Drug/alcohol treatment records 	YES☐  NO☐
Therapy/counseling records   YES☐  NO☐
Medical records   YES☐  NO☐
Psychiatric evaluations   YES☐  NO☐
Discharge summaries   YES☐  NO☐
Telephone communications   YES☐  NO☐
Psychological evaluations   YES☐  NO☐
Other:___________________  YES☐  NO☐ 

Specific purpose:         _____________________________________________



My signature below indicates the following:

1. I understand that the information disclosed above may be redisclosed to additional parties and no longer protected for reasons beyond our control.

2. I understand that I have the right to refuse to sign this authorization.

3. I understand I have the right to receive a copy of this authorization.

4. I understand I have the right to restrict what is disclosed with this authorization.

5. I understand I have the right to rescind authorization at any time.


SIGNED:

DATE:
_____________________________________________________________________________________

I, Anna McCarthy, have discussed the issues above with the patient(s) and/or their personal representative. My observations of the patient(s) behavior and responses give me no reason to believe that they are not fully competent to give informed and willing consent.

SIGNATURE OF PROFESSIONAL:

PRINTED NAME OF PROFESSIONAL:

DATE:









