HARRIET BOXER, PH.D. Psy.D.
2035 Westwood Blvd, Suite 208
Los Angeles, CA 90025
310 838 8210

 SEQ CHAPTER \h \r 1AUTHORIZATION FORM 

This form when completed and signed by you, authorizes Harriet Boxer, Ph.D. to release protected information from your clinical record to the entity listed below.

I authorize Harriet Boxer, Ph.D. to release the following: (Provide description of the information that you want disclosed. Your description should be as specific and detailed as possible.) 
This information should only be released to:

I am requesting this information be released for the following reasons, and subject to the following limitations: 

This authorization shall remain in effect until ______________

I understand that I have the right to revoke or modify this authorization, in writing, at any time by sending written notification of that revocation or modification the entity that is authorized to give information. However, my revocation or modification will not be effective until it is received. 

I understand that information used or disclosed pursuant to this authorization may be subject to redisclosure by the recipient of my information and may no longer be protected by the HIPAA Privacy Rule. 

_______________________________





_________________

Client’s signature







Date

______________________________




________________

Parent/Legal Representative






Date

___________________________




_______________

Witness








Date
