Claudia B. Rutherford PhD

Licensed Psychologist HSP

PO Box 714, Conway MA 01341 (mail)

235 Greenfield Road, South Deerfield MA 01373 (office)

413-475-0086 (phone)

909-752-4363 (fax)

claudia.rutherford@gmail.com
RELEASE-OF-RECORDS AUTHORIZATION FORM (CHILD)
Name of Child: __________________________________________

Date of Birth: _____________________________________

By signing this form, I authorize the release of my child’s individually identifiable health information maintained by:

The Provider:
__________________________________________________________

Address:
__________________________________________________________


__________________________________________________________


__________________________________________________________

My child’s health information may be released under this authorization form to:

The Recipient:
 
Claudia Rutherford PhD




235 Greenfield Road




South Deerfield, MA 01373

I also agree that the recipient (Rutherford) may disclose information to the provider (__________________).


__ Yes


__ No

Health information that may be used or disclosed through this authorization is as follows: (Check one:)

__ All health information about my child, including my clinical records, created or received by the Provider. 
OR

__ Only the following health information (write in):
______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

This authorization is in effect until I revoke it in writing. I understand that I may do this at any time. I understand that the revocation does not take effect until Dr. Rutherford receives written notice of revocation from me.

I have read and understand the terms of this authorization form. I have had an opportunity to ask questions about the use or release of my child’s health information.

___________________________________________________
_________________

Custodial parent/Legal guardian’s signature



Date of Signature

___________________________________________________
_________________

Custodial parent/Legal guardian’s full name



Relationship to child
I, the psychologist, have discussed the issues above with the client’s legal guardian/custodial parent. My observations of this person’s behavior and responses give me no reason to believe that this person is not fully competent to give informed and willing consent regarding this child.

___________________________________________________
_________________

Claudia B. Rutherford Ph.D.





Date

Licensed Psychologist HSP

This is a strictly confidential patient medical record. Redisclosure or transfer is expressly prohibited by law.
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