
Schelle Miller, ph-D., Licensed psychologist
1006 24n Ave, NW, Suite 100 Norman, Oi ZSOes

Phone: (405)801-2841 Fax: (405) 801-2846

CONSENT TO USE OR DISCI,OSE HEALTH INFORiTIATION

I authorize SCI{ELLE MILLER, Ph. D., Licensed psychologist

(Clreck one or both boxes): D b we and disclose and/or J to obtain the lollowing specific health and medical information tolfrom;

(Namc of person, their title, and organization ihe informuion i, b"iog r"l@

(Address of Person/Organization the inforrr,ation is to Ueffi

( F ax Nurnber of Person/ Organuation
the information is to be released to and/or
obtained from)

for:

( Telephone Number of Persor/Organization
the information is to be released to and/or
obtained [rom)

(Patient's Name) (Patient's DOB)

Specific medical information to be released consisting of (Check those that apply):
D Summary of treatment and treatment recommendations n Diagnosis
I Other Evaluations (specity):

I Educational test results, grade reports, school reports of behavior/emotional frmctioning
tl AlcohoUStrbstarrce Abuse Evaluations and Treatment

For the specific purpose(s) of (check those that apply):

n Other (speci$r):

f Facilitating assessment or treatment D Assisturg in educational planning

I Other (tist other purposes)

n Psychological Evalr:ation(.s)

n Referral and lnsurance [nlbrmation

D Individual Education Ptan (l.E.P

Tlus authorization will expire (must choose one)

I 12 montlrs from the date signed belorv D Other: (insert Date or Event):

IfSCHELLE MILI,ER Ph. D- I-iceoscd PsvcholoeisL is requesting this Authorization from you t'or our own use and disctosurc or to allow anothcr health care provider or
health plan to disclose information to us:
I ) We cannot condition our provision ofserviccs or treatmcnt to you on the receipt ofthis signed authorization:
z) You may inspect a copy ofthe protected health i'fo'natiol to be usedor disclosedl
3) You may refusc to sign this Authorizatioq and
4) We musn provide you with a copy of the signed authorization.

I undastand that thc remrds requested may bc protected under 42 C.F. R. Part 2, governing Alcohol f)rug Abuse Patient Reccds md State Confidantiality Laws md
regula1ionsandcarurotbereleasedwitlroutmycouserrturrlessotherwiseprovidedf-orbyregulatiorr,stateandFedetalLawregtt|atis
records rvithoul my specific wrinen consent or except when otherwise permitied by such regulation.

I also understand that I may revoke this consent in writing at any time unless action has already been taken upon it. and thar in any event the consent expires in twclve months
fionr the signing or upon conditions as described above.

THE INFORM^A'TION AUTIIORIZ'ED FOR R.ELEASE M.AY INCLUDE RECORDS WHICH MAY INDICATE TIIE PRESENCE OF A COMMUNICAITLF"
OR NONCOMMT'NICAELE DISEASE.

ygu hrye dr9 r{sht to revoke :o+ Al&gry sq in wriq4is and crc€pa to the €rtent th.t we hsvc slready usod or discloscd the
information ln rcliance on this Authorizatloru Unless revoked earlier or otherwiie irai""t n in effect lor the
periodreasorrablyneededtocornplaetherequest.YoumayreviewSCFIELLEMILLER'Ph.qLicensedPsycho|ogi@foradditional
irrtbrmation about the uses and disclosures of infortnation described in this Consent prior to signing this Consent. i ""*m""7 tni t n*" *" @ m r*oke this Consert
prot'idd tua I do so in wzitine,, excqt to rte &ent thatSClELLE MILLER, Ph. D, Licensed Psychologist has atreag, nsed or disctosed the information iu
relidnce on thb Corsent.

Name of Client (please print):

Signatur€ of Client: Date:

Relationship to Client: Date:
Name & Signature of Parent/Legal GuardianlLegal Representative (If applicable).

If aoo!'rc612 4e 4ori?fron is sisned ln a lcsol rcwesarliltiee of the pdierrt, a desoiption of such reopqentdive's aatho,rilv eo rct fo,r ttrc xdirrt
must be oroided.


