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RELEASE OF INFORMATION

Patient Name: ___________________________________________________Date of Birth: ______________________________ 
Social Security Number___________________________________________
I HEREBY AUTHORIZE THE STAFF OF HAMPTON ROADS NEUROPSYCHOLOGY AND

___ Scott W. Sautter, Ph.D.  
___Nancy C. Lobos-Nguyen, Ed.D.  
_____To provide/request specified patient information TO AND FROM, or speak with, the following people or agencies:
​​​​​​​​​​Referring Doctor/Clinician __________________________________________________________________________________
Family Member/Friend /Other________________________________________________________________________________
This information shall include:

______Neuropsychological Testing Report             ______Psychological-Educational Testing Report   ______History & Physical
______Psychological Testing Report                       ______Consultation/ Progress Notes
                     ______Admit/Discharge Notes


As a patient, I have the right to revoke this authorization, in writing, at any time by submitting a written request.  However, 
I cannot revoke any information that may have already been sent out based on my permission to do so.  
In addition, I cannot revoke my permission to send a copy of the report to my insurance company if it was a condition of obtaining insurance coverage. I understand that once I authorize the release of my records to another person or agency that there is no guarantee that my records will remain in confidence and that my records may be sent to someone without my authorization.

For persons who are legally incapable of giving informed consent, HRN will:

(1) Provide an appropriate explanation; 
(2) Seek the individual’s assent; 
(3) Consider such person’s preferences and best interests; and 
(4) Obtain appropriate permission from a legally authorized person, if such substitute consent is permitted or required by law.  When consent by a legally authorized person is not permitted or required by law, HRN will take reasonable steps to protect the individual’s rights and welfare. (APA Ethical Standards 3.10, Informed Consent).

Patient Signature: ____________________________________________________________________________________________
Patient Name (Printed):  _______________________________________________________________________________________
Parent /Guardian Signature if patient is under 18 years of age: _________________________________________________________
Date:  _________________________Witness: ​​​​​​​​​​​_____________________________________________________________________
Release expires one year after the date above
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