
 

 
_______________________________________________________ 
 
 
 
NAME OF PATIENT:  ________________________________________________________________________ 
    FIRST              MIDDLE       LAST 
 
SOCIAL SECURITY #:    _________ - _______ - _________ 
 
DATE OF BIRTH:  _____/_____/_____ 
 
I hear by authorize_________________________________________________________________________ 
                                             Name 
                             367B North Parkway. Jackson, TN 38305     Phone: 731-668-2277      Fax: 731-660-0510 
 
to � release to, � receive from, or � exchange with ________________________________________________________ 
                                                                                                     Name 
 
ADDRESS ______________________________________________________________________________ 
     
CITY: _______________________ STATE: _____________ ZIP: _________________________ 
 
 
PHONE:  (_____)_____-________        FAX:   (_____)______-________ 
 
Protected health information concerning professional services received by myself or my minor child or legal charge named 
 
above as fallows:____________________________________________________________________________________ 
 
� Psychiatric evaluation reports  � Social history to include presenting problems, family, education, employment, alcohol/drug 
� Psychologist test reports               legal/arrests, medical, medications, allergies/drug reaction, emotional/psychological and 
� Intake assessment                         living skills.. 
� Attendance/participation         � Treatment plan and progress in treatment 
� HIV/Aids Information             � Other (Specify)__________________________________________________________ 
 
For the purpose of: 
� Developing a diagnosis, treatment, and/or rehabilitation 
� Coordination medical, psychological and social rehabilitative processes 
�Other (Specify) _____________________________________________________________________________________ 
 
 
I understand that this authorization shall remain in effect for a period of one year or until revoked in writing. 
 
 
________________________________________________________                 _____________________ 
 Signature of Patient or Parent of Minor or Legal Charge                                       Date 
 



 
 


