Release of nformation

client’s Full Nawe:

Date of Birth:

(%

RACHEL RIPPEL MA, LP

L1CENSED PEYCHOL AGIST

t authorize:
Rachel Rippel MA, LP
12201 Whitewater Drive sulte 20. Minnetonka, MN 55242
952.466.6002/952.955. 4411

To release information to and from.:
Phone/Fax:
Address:

Relation to this person:

nformation which may be released tncludes (check appropriate boxes):

1 ALL [1 Phowne Contacts
[1 pischarge Swmmaries [1 Medication Information
[1 History and Physical Exams [1 Psychological Tests / MMPI

I1 Two-way communteation between ngchLaws ond therapists  [1 Other

AlL vecords pertaining to psychiatric/mental health, chemdical dependency, and/or HIV/AIDS will be released unless indicated
heve: DO NOT velense records vegarding:  [1 mental health  [1 chemical dependency  [1 HIV/AIDS

pates of information to be released: 1 ALL [1 other

This information may be released for the purposes of:
[1 Planning/continuing my care and treatment

[1 Billing/financial

[1 Ewmergency contnct

[1 other

Your signature indicates that you know what information will be given and what it will be used for. This authorization also states that You know who will veceive
this information and that this information is private. A detailed description of the potential uses and disclosures of protected health information can be fownol in
owr Notice of Privacy Practices. \ou have the right to review our most updateol copy of these practices before signing this consent. Your care and treatment are mot
dependent on Your signing of this release. You acknowledge that information disclosed as a result of this authorization wmay be redisclosed by the vecipient anol
no longier be subject to federal healtheare privacy protections

Revocation Clause: | understand that | may witharaw my authorization bg wrlttem notice. My authorization will expive when | am
terminated as a client from the clinic or if tvevoke this release tn writing.

Client Signature: Date:

Parent or guardian signature: Date:

Please flll out a release of information for anyone You want me to be able to talk to. ( require one for Your emergency contact,
primary phystclan, psychiatrist or any other professional involved tn your cave.




