JESSICA SERFATY, LMHC, LLC

70 E 91ST STREET, SUITE 201
INDIANAPOLIS, IN 46240
(347)-352:0202

RELEASE OF INFORMATI
This form allows Jessica Serfaty, LMHC, LLC to speak with the individual/entity listed below about your treatment.

| hereby authorize: JESSICA SERFATY, LMHC, LLC to use, release, disclose, receive and/or exchange mental

health and medical information concerning:

Patient Name Date of Birth Phone
Street Address City State/Zip
This information will be disclosed and/or exchanged with:
Name Phone
Street Address City State/Zip
Patient’s Relationship to this person is: (i.e. Parent, Psychiatrist, Psychologist/Therapist, Social Worker, Primary Care Physician):

The purpose for which the information may be disclosed is to facilitate, support, inform, and guide the Patient’s
treatment with Jessica Serfaty, LMHC, LLC. | understand that this authorization extends to all or any part of the records/
information designated below which may include treatment for physical and mental illness, alcohol/drug abuse,
sexually transmitted disease, HIV/AIDS test results or diagnoses, and Protected Health Information. The information to
be used or released includes:

o Intake Evaluation(s) o Medical History o Medication © Diagnoses o Treatment Summary o Discharge Summary

oNeuropsychological Evaluation Report o Reports (School, Court, DCFS, Probation) o Psychotherapy Notes

oDrug and/or Alcohol Related Information o AIDS/HIV Status  © Verbal Communication No Restriction

o Other

This authorization is limited to only that information requested above. The Pafient and//or the Parent/Legal Guardian/Personal Representative hereby releases Jessica Serfaty, LMHC, LLC from all legal

responsibilities or liability that may arise from the use or disclosure of medical or other records and other health information in reliance on this authorization. RecmaLs: Expiration: Iﬁwe understand that unless |
two years from the dafe of patient's signafure. Redi : |/we understand that

revoke the authorization earlier, this authorization will automatically expire on the following dafe:
information used or disclosed in accordance with this authorization may no longer be protected by federalTaw, and could Be used or redisclosed by the receiving party, pursuant to any agreement | may have

with such party. Rahﬁn]_ln_slgu_ I/we understand that | /we may refuse to sign this authorization and the result would be that the records would not be disclosed. | understand that Jessica Serfaty, LWHC, LLC
generally may not condition services upon my signing an authorization unless the services are provided to me for the purpose of creating health information for a third party. Revocation: I /we have the right to

stop the use or release of this informafion at any time if | do so in writing; although, |/we understand that | /we cannot do anything about information already used or disclosed pursuant to this authorization.
Copy Received: I /we understand that I(we will receive a copy of this completed form. Inspect & Copy: |/we understand that |/we have the right to inspect and copy the information to be disclosed. Challenge: |/
we understand that |/we have the right to challenge the accuracy of any information contained in tﬁe subject file. ies: |/we intend that fux, copies or eledironic versions of this document shall carry
the same force and effect as the original. iles: If any requested records contain information regarding alcohol or drug abuse treatment, these records are protected by Federal
confidentiality rules. These rules prohibit further disclosure of this information unless further use or disclosure is expressly permitted by the written consent of the person fo whom it pertains or as otherwise
permitted by Federal rules. A general authorization for the use or release of medical or other information is insufficient for this purpose. Federal rules restrict use oF the information for criminal investigation or
prosecution of any alcohol or drug abuse client. Cerfification: The undersigned affirms that | am (check whichever applies): o The patient, and the identification that | have provided is true and corred. o The
patient’s authorized representative, and that the identification and proof of authority that I /we have provided are frue and correct. My relationship fo the patient is that of: (circle one) Parent, Guardian, Other
. o | authorize the transmission of this information via facsimile or electronic mail to the party indicated above, and understand the limits of confidentiality as a
result of such transmission

Date Patient Signature (Required if 12 years or older)
Date Parent/Guardian/Other Authorized Agent Signature Printed Name

Date Witness to Signature Printed Name



