Alison R. Potter M.D.

1389A Grizzly Peak Blvd. Berkeley, Ca. 94708
Consent to Release Information
Patient Name:  ___________________________            DOB.:  __/__/____

Parent Name(s) if applicable: ___________________________
Address: __________________________________

City: _____________________   State:​​​ ________        Zip: _________

Home phone: _____________  Work phone:______________ Cell: ________________
I, __________________________, hereby authorize Alison Potter M.D. to ___(send) 
___(receive) the following information marked below ____(to) ____(from) Name: _________________
Address: ___________________________City: ______________ State:______ Zip: _______

____ phone contact                       _____  medical records/ reports

____ psychological reports             _____ laboratory tests

____ academic testing                    _____ progress reports/ summaries

The above information will be used for the following information:

____ planning appropriate treatment or program

____ continuing appropriate treatment or program

____ determining eligibility for benefits or programs

____ other (specify):   _____________________________________  

I understand that this information may be protected by Title 42 (Code of Federal Rules of Privacy of Individually Identifiable Health Information Parts 160 and 164) and Title 45 (Federal Rules of Confidentiality of Alcohol and Drug Abuse Patient Records, Chapter 1, Part 2), plus applicable state laws. I further understand the information disclosed to the recipient may not be protected under these guidelines if they are not a health care provider covered by state of federal rules.

I understand that this authorization is voluntary, and I may revoke this consent at any time by providing written notice. I have been informed what information will be given, its purpose, and who will receive the information. I understand that I have a right to receive a copy of this authorization. I understand that I have a right to refuse to sign this authorization. 

Client’s signature: __________________________________       Date: ________________

Parent/Guardian/Personal Representative (if applicable):

________________________________________                            Date:__________________

Physician Signature: __________________________                Date: _________________

                                  Alison Potter M.D.

