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I, __________________________, hereby authorize Dr. Emily Papazoglou, Ph.D. ABPP-CN 
             (self, parent, guardian)
and/or her administrative staff to exchange information and collaborate with the 

people listed below in order to best serve the needs of my child _______________________.
       			                              (child’s full name)

Date(s) of service_____________________________.

This authorization remains in effect until_______________________________ (12 months from today if no date is provided).

Please initial here if you would like to receive a copy of your child’s report by email_________.  Your email address:________________________________________________________.

Please provide complete information for each person you would like to give us permission to communicate with.

Recipient 1:

Communication Type (check one)  ______ Oral only      ______Written only      ______ Both

Send Report by (check one) ______Email  ______Fax  ______Postal Mail  ______Do not send

Name_____________________________________________     Title_____________________________________

Address_______________________________________________________________________________________

_________________________________________________________________________________________________

Phone_______________________________________		Fax____________________________________

Email__________________________________________________________________________________________

Recipient 2:

Communication Type (check one)  ______ Oral only      ______Written only      ______ Both

Send Report by (check one) ______Email  ______Fax  ______Postal Mail  ______Do not send

Name_____________________________________________     Title_____________________________________

Address_______________________________________________________________________________________

_________________________________________________________________________________________________

Phone_______________________________________		Fax____________________________________
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Email__________________________________________________________________________________________
Recipient 3:

Communication Type (check one)  ______ Oral only      ______Written only      ______ Both

Send Report by (check one) ______Email  ______Fax  ______Postal Mail  ______Do not send

Name_____________________________________________     Title_____________________________________

Address_______________________________________________________________________________________

_________________________________________________________________________________________________

Phone_______________________________________		Fax____________________________________

Email__________________________________________________________________________________________

Recipient 4:

Communication Type (check one)  ______ Oral only      ______Written only      ______ Both

Send Report by (check one) ______Email  ______Fax  ______Postal Mail  ______Do not send

Name_____________________________________________     Title_____________________________________

Address_______________________________________________________________________________________

_________________________________________________________________________________________________

Phone_______________________________________		Fax____________________________________

Email__________________________________________________________________________________________

Please initial one of the following:

______ Release the report to the people designated on this form only after I have received it. 

______ I waive my right to receive the report before it is released to the people indicated on this authorization form and understand that it will be simultaneously released to the people indicated and myself.

By completing this form, Dr. Emily Papazoglou, LLC is released from all legal liability that may arise as a result of compliance with your request. If requesting sharing of information (including your child’s report) over email, you understand that email may not be a secure method of communication. You have the right to revoke this authorization, in writing, at any time by sending a letter to our office address. You understand that information used or disclosed pursuant to the authorization may be subject to re-disclosure by the recipient 

___________________________________________			______________________________
Name of Child							Today’s Date

___________________________________________			_______________________________
Signature of Parent/Guardian				Relationship to Child
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