Samuel Justin Sinclair, Ph.D. PLLC

Licensed Clinical Psychologist

400 Boston Post Road, Suite 2E; Sudbury, MA 01776
617-905-9908 / DrJustinSinclair@gmail.com
AUTHORIZATION TO RELEASE PROTECTED OR PRIVILEGED INFORMATION

Patient Name: _______________________________
Date of Birth:___________________
Address:_______________________________________________________________________

I, __________________________________________________________ do hereby authorize 

(name of provider or other collateral)________________________________________________
(address)_______________________________________________________________________
(phone, fax)____________________________________________________________________

to release all relevant health information to Dr. Samuel Justin Sinclair, Ph.D., for the purposes of mental health treatment only. 
__________________________________________________________________________________

I, __________________________________________________________ do hereby authorize 

Dr. Samuel Justin Sinclair, Ph.D. to release all relevant health information (including psychotherapy and psychological testing notes / reports to: (name of provider or other collateral)___________________________________________
(address)______________________________________________________________________
(phone, fax)____________________________________________________________________
for the purposes of mental health treatment only.
__________________________________________________________________________________
I understand that:

● Consent may be revoked if requested in writing. I may withdraw this authorization at any time by submitting a written request to Dr. Samuel Justin Sinclair, Ph.D. 

●Authorizations may be withdrawn except for the following:
· After the information has already been released.

· To the extent that action has been taken in reliance on this authorization.

· If the authorization is obtained as a condition of obtaining insurance coverage, other laws provide the insurer with the right to contest a claim under the policy.
● I understand that my protected health information used or disclosed pursuant to this authorization may or may not be subject to redisclosure by the recipient. 
●Information released on this authorization, if redisclosed by the recipient, is no longer protected by Dr. Sinclair. 

●I understand that authorization will automatically expire at the termination of treatment, or one year from the date signed. 

●I have carefully read and understand the above statements and do herein expressly and voluntarily consent to disclosure of the above information and/or medical records, including Alcohol and Drug Abuse records, if relevant, to/by those persons/agencies named above. I understand that this information may be protected by Federal Regulation 42 CFR, Part 2.
_________________________________________


____________________________

Signature of Patient





Date




