Samantha Rodman, PhD, LLC
Medical Information Release Form
(HIPAA Release Form)
Name: ___________________________________ Date of Birth: _____/____/_____
Release of Information
[ ] I authorize the release of information including the diagnosis, records; 
examination rendered to me and claims information. This information may be released 
to: 
__________________________________________
__________________________________________
(Names, or write “nobody”)
This Release of Information will remain in effect until terminated by me in writing. 
In accordance with new 2017 laws, clients need to specify whether, if someone else calls/approaches me and mentions you are a client by name, do you want me to (a) say I cannot say whether you are my client (b) disclose that you are my client or (c) only disclose this information to specific people, and which people: ______________________________________________________.  (The previous law only allowed me to do [a].)
Signature:  ____________________________
Date:  ______________
Witness signature:  _______________________________
Date: ______________
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