Friends and Family General Information Release Form
By completing this form, you authorize Cranberry Psychological Center to release information as indicated below:
Patient Information
- Patient Name: __________________________________________    Date of Birth: ____ / ____ / __________

Authorized Third Party (Person Allowed to Receive Information)
- Name: _________________________________________________
- Relationship to Patient: _________________________________
- Phone Number (optional): ________________________________
 - Email: ___________________________________________

Information Authorized for Release (Check all that apply)
[ ] Appointment Information        [ ] Billing & Insurance Information     [ ] General Medical Information
[ ] Medication Refills     [ ] Lab Results   [ ] Other (specify): _______________________________________

Method of Communication (Check all that apply)
[ ] Phone     [ ] Voicemail     [ ] Email     [ ] Text Message     [ ] In-person     [ ] Other: _______________________________________

Expiration of Authorization
[ ] This authorization remains in effect until revoked in writing.
OR
[ ] This authorization expires on one year from date signed.

Patient Rights
- I understand that I may revoke this authorization at any time by submitting a written request to the office.
- I understand that revocation will not affect information already released before the request was received.
- I understand that this authorization is voluntary and my treatment will not be affected by my decision to sign or not sign.
- I understand that information disclosed to the authorized person may be re-disclosed and may no longer be protected by HIPAA.

Signature
Patient or Legal Guardian Signature: _________________________________
Printed Name: _________________________________________________    Date: ____ / ____ / __________
