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Auburn University Psychological Services Center (AUPSq 
Authorization Form to Obtain/Release Information 

This form, when completed and signed by you, authorizes AUP,se to obtain/release projected informat'on fo; YO;.Jj 
clinical record fromJto the personts) you designate. ~ 

J. authorize my therapist, , arid/or his or her administrative and clinica]
 
st<:ff (Cross out if not appllcable.) to obtain/release:
 
(Describe the information that you want disclosed. Your description should :JC as specific and detailed as possible.)
 

This information shouldonly be obtaiced from and/or releasedto:
 
(Provide the/oame sod address of the person(s) from/to whom the information is to oe obtalned/released.)
 

: amrequesting mypsychologist to cbtaln/release this information for the folJowing,rea:lons; 
("At the requestof the individual" uall thl1t is required [fyou do not wish to state a specific purpose.) 

Thisauthcrizationshall remain in effect UDal:
 
(Providean event or expirarloe date that relates to the individual or the purpose of the use or dlsclosure.)
 

You have the right to revoke this authorization, in writing, at any time by. sending such written notificatIon to 
AUPSC. However, Y<lUT revocation will not be effective to the extent that AUPSe has taken action in reliatlce on the 
authorization or if this authorization was obtained as a condition of obtaining insurance coverage and the :nsurer has 
a legal right to contest a claim. I 

I understand that my tlierapisc generally maynot condition psychological services upon n::y signing !1I1 authorization 
unless the psychological services are provided to me for the purpose ofcreating' h~al~l Information fer 11 thir'd party., . 

~ understand that informaticn used. cr disclosed pursuant to the autaorization may be subject to redisciosure by the 
recipient ofyouriaformation andno lopger protected bytae HIP.I\A Privacy Rule. 

Signature of Patient or Authorized Agentof'Parien: Date 

Relationship of Above to Patient (e.g., "5e1£." "parent," "Iega.guard:ll:l") 


