Peter Fraenkel, Ph.D.
Licensed Psychologist

NYS Lic. # 010015

671 West 193rd Street, #5I

New York, NY 10040

917 626-0316

fraenkelorama@gmail.com

AUTHORIZATION FOR RELEASE/EXCHANGE OF INFORMATION
By signing this authorization, I authorize the disclosure of my individually-identifiable health information, as follows:   
The person/agency disclosing this information:

Name:

Agency:


Address:


Telephone:

Email: 

Professional Relationship to Client: 

The person/agency receiving this information:

Name:

Peter Fraenkel, Ph.D.
Address:
671 West 193rd Street, #5I, New York, NY 10040 fraenkelorama@gmail.com
NOTE: Information exchange is reciprocal unless otherwise noted, meaning that by signing this release you grant permission to have your other treating professionals communicate with Dr. Fraenkel, and for Dr. Fraenkel to discuss/disclose information about your treatment with him to those other professionals.
The purpose of this authorization is:  TREATMENT PLANNING AND EVALUATION
Describe the health information to be excluded or included in a specific fashion:
PLEASE PROVIDE ALL INFORMATION RELEVANT TO THE TREATMENT OF THE CLIENT AND HIS/HER FAMILY.
This authorization expires on: NO EXPIRATION: ONGOING AND REPEATED RELEASE REQUESTED
I understand that I may revoke this authorization in writing at any time, except that the revocation will not have any effect on any action taken by the releaser of information before written notice of revocation is received by the provider.  Notice of revocation should be addressed to the Privacy Officer at the agency releasing information. 

I understand that except in limited circumstances, the provision of treatment will not be conditioned upon my willingness to sign this authorization. 

I have read and understood the terms of this authorization.  I have had an opportunity to ask about the use or disclosure of my health information. 

IMPORTANT – PLEASE SIGN!

Index Client’s Signature *

Print full name

Date of signature

PLEASE NOTE:  Because Peter Fraenkel provides family therapy, signatures of ALL ADULTS SEEN IN TREATMENT ARE REQUIRED BELOW:

______________________________
___________________________

Signature




Print Name

______________________________
____________________________

Signature




Print Name

______________________________
____________________________

Signature




Print Name

* When index client is a minor or not competent to give consent, the signature of a parent, guardian, health care agent (proxy) or other representative is required. 

_______________________________


_______________________

Signature of Legal Representative




Date of signature

Print Name:__________________________________

Relationship of Representative to Client   ____________________________________

