FUNDAMENTAL HEALTH INC

 AUTHORIZATION FOR RELEASE OF INFORMATION

I authorize Peter J. Summers, Ph.D. of Fundamental Health, Inc. to release and/or exchange the following information regarding me or my minor child to or with the person or agency listed below.

_________________________________


________________________________
Client Name




       
Date of Birth

Person/Agency:
________________________________________________________________________

Phone/Fax:
________________________________________________________________________

Address:
_______________________________________________________________________________


Information to be □ exchanged and/or □ released is to include (check all that apply):
□  Psychological Records




□ Medical Records
□  Psychiatric Records




□ Evaluation Reports
□  Ongoing case consultation as needed during treatment
□  Referral information
□  Other (specify):  _______________________________________________________________________

I understand that this information will be used in a confidential and professional manner with the intended purpose of providing the best possible care for me or my minor child.

I understand that I may revoke this authorization at any time except to the extent that action based on this authorization has already been taken.  This authorization must be renewed annually by the date of its inception as listed below.

_______________________________________

___________________________________

Signature of Patient, Parent or Legal Guardian

Date
_______________________________________

____________________________________

Peter J. Summers, Ph.D.




Date

CLINICAL PSYCHOLOGIST  ▪  PETER SUMMERS PHD  ▪  PETERSUMMERSPHD.COM
3550 NW CARY PARKWAY, SUITE 108  ▪  CARY, NORTH CAROLINA 27513  ▪  (919) 463-7898

