
Release of Information/Authorization Form 
 
Client Name ___________________________________________________     
 
Social Security Number __________________________________________ 
 
Address _________________________________________________________________ 
                             (Street) 
________________________________________________________________________      
         (City)                                                       (State)                       (Zip Code) 
 
Phone #: (___________)  _________________ 
 
 

Please mark (“X”) the appropriate blanks 
 
I authorize the Marshall University Psychology Clinic and its representatives or staff (cross out if 
not applicable) to:   

_____ release   _____ receive  
 
_____ all of the medical, clinical/psychological, and other information that may pertain to my care 
 
_____ medical information 
 
_____ clinical/psychological information 
 
_____ specific information that may pertain to my care as listed below: 
 

________________________________________________________________________ 
 
________________________________________________________________________ 
 

 
Please list the purpose for releasing this information: 
(“at the request of the individual” is all that is required if you do not want to list a specific reason) 
 
______________________________________________________________________________ 

 
 

This authorization shall remain in effect until:   
 
_______________________________________________________ 
(expiration date or event that related to the purpose of this disclosure) 
 
        ___________________________ 
        Client or Representative’s Initials  

OVER 



 
If the Marshall University Psychology Clinic is to RELEASE information, it should be sent to 
(please complete as much as possible):   
 
Name of institution or individual ___________________________________________________ 
 
Address 
______________________________________________________________________________ 
               (Street) 
______________________________________________________________________________
          (City)                                                         (State)       (Zip Code) 
 
Phone #: (_________) ____________________ Fax #: (_________) ___________________ 
     (area code)                 (area code) 
 
--------------------------------------------------------------------------------------------------------------------- 
 
If an institution or individual outside of the Marshall University Psychology Clinic is to forward 
information for the Marshall University Psychology Clinic to RECEIVE, the institution or 
individual can send that to:     
 
Marshall University Psychology Clinic 
Attn: _____________________________ 
One John Marshall Dr. 
Huntington, WV 25755 
Fax: (304) 696-2784 
 
 
I understand that I have the right to revoke this authorization, in writing, at any time by sending 
such written notification to the Marshall University Psychology Clinic.  However, my request to 
revoke the authorization will not be in effect to the extent that information has already been 
disclosed as a result of this authorization or if the authorization was obtained as a condition of 
obtaining insurance coverage and the insurer has a legal right to contest a claim.  I understand 
that the Marshall University Psychology Clinic generally may not condition psychological 
services upon my signing an authorization unless the psychological services are provided to me 
for the purpose of creating health information for a third party.  I understand that information 
used or disclosed as a result of this authorization may be subject to re-disclosure by the recipient 
of my information and is no longer protected by the HIPAA Privacy Rule. 
 
_______________________________________________          ____________________ 

Client or Representative Signature                   Date 
 

______________________________________________________________________________ 
If a representative of the client, describe your authority to act for the client 

(e.g. parent, legal guardian, power of attorney, etc.) 
 


