Leah A. McGuire, Ph.D.

Pediatric Neuropsychologist

776 Mountain Boulevard, Suite 102

Watchung, New Jersey 07069

Phone:  908-758-4030

CONSENT TO RELEASE/RECEIVE CONFIDENTIAL INFORMATION

Patient’s Name:  _____________________________________________________________________


Patient’s Date of Birth:  _______________________________________________________________
Parent’s/Guardian’s Name:  ____________________________________________________________
I hereby give permission to Dr. Leah A. McGuire to…
�  Release Information To


�  Receive Information From


�  Both Release and Receive Information From (i.e., Open Sharing of Information)
Organization / Individual:  _______________________________________________________________
Address:  _____________________________________________________________________________
Phone:  ______________________________________________________________________________
Email (If Applicable):  __________________________________________________________________

Please List Any Information That You Do NOT Wish to Disclose:

_____________________________________________________________________________________

Parent/Guardian Signature:  ______________________________________________________________
Date Signed:  _________________________________________________________________________
Patient Signature (if ≥ 14 years-old):  ______________________________________________________
Date Signed:  _________________________________________________________________________

I have discussed the information contained on the front and back of this form with the patient and/or his/her parent(s)/guardian, and my observations indicate that informed and willing consent has been obtained.
____________________________________

____________________________________

Dr. Leah A. McGuire, Ph.D.



Date
Pediatric Neuropsychologist

N.Y. Licensed Psychologist #020693

N.J. Licensed Psychologist #5529
P.A. Licensed Psychologist #PS018073

ADDITIONAL INFORMATION REGARDING AUTHORIZATION

I understand and agree that this authorization will be valid and in effect until one year following the end of treatment with Dr. Leah A. McGuire.
I understand that I CAN REVOKE or cancel this authorization at any time by sending a letter to Dr. Leah A. McGuire.  If I do this, it will prevent any releases after the date it is received but cannot change the fact that some information may have been sent or shared before the revocation date.
I understand that I DO NOT HAVE TO SIGN this authorization and that my refusal to sign will not affect my abilities to obtain treatment from Dr. Leah A. McGuire nor will it affect my eligibility for benefits.
I understand that if the person or entity that receives the information is not a health care provider or health plan covered by federal privacy regulations, the information described above may be re-disclosed and no longer protected by those regulations.
I understand that Dr. Leah A. McGuire will NOT receive compensation for the use or disclosure of my health information.
I affirm that everything in this form that was not clear to me previously has been explained to me, and I believe that I now understand all of it.
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