Leah M. Lagos, Psy. D, B.C.B.
635 Madison Avenue, 4th Floor
New York, NY 10022
(646)-770-1702

AUTHORIZATION TO RELEASE HEALTHCARE INFORMATION
Patient’s Name:
____________________________
Patient’s Date of Birth:
_______________
Parent’s Name:
____________________________
Patient’s Social Security #: _______________

Provider’s Name (Who you want me to contact):_____________________________________________________

Address:____________________________________________________________________________________
City:__________________________
State:_______


Zip Code:_______________________

Phone:_____________________________
I request and authorize to release healthcare information of the patient named above to:


Dr. Leah Lagos


635 Madison Avenue FL 4


New York, NY 10022
	This request and authorization applies to:

	( Healthcare information relating to the following treatment, condition, or dates:
	

	
	

	( Other:
	

	( Yes   ( No
	I authorize the release of any records regarding drug, alcohol, or mental health treatment to the person(s) listed above.


________________________________


__________________

(Client or Legal Guardian Signature)



(Date)

