Dennis R. Verville, Psy.D.
1101 Lake Street, Suite 405-D, Oak Park, IL 60301
Phone: 708-205-8028 Email: drvervillepsyd@gmail.com
CONSENT FOR DISCLOSURE OF RECORDS AND COMMUNICATIONS

Recipient Name: ______________________________________               Date of Birth: _______________ 

I hereby authorize the following persons to exchange information verbally or in writing for the purpose of psychological assessment, treatment planning and coordination of services:

1. Dennis R. Verville, Psy.D.

2. ____________________________________________________________________________________ 

    ____________________________________________________________________________________ 

    ____________________________________________________________________________________
    Address                                                                                                      Phone Number

I further consent to have the following professional information or documents disclosed

____ Diagnostic Assessment




      Treatment Records: ____
____ Treatment Summary




                     School Records: ____ 
____ Medical/Social/Family History



      Consultative Reports: ____

____ Psychological/Neuropsychological/Educational Reports                       Other_____________________ 

This consent shall remain in effect until (fill in expiration date; if no calendar date is stated, information may be released only on the day the consent form is received by Dr. Dennis Verville), ______________________________________________________________________________________
I understand that this consent can be revoked at any time in writing. I also understand that my revocation will not be effective to the extent that Dr. Dennis Verville has taken action in reliance on the authorization.
I understand that Dr. Dennis Verville generally may not condition psychological services upon my signing an authorization unless the psychological services are provided to me for the purpose of creating health information for a third party.
I understand that I have the right to inspect the disclosed mental health information at any time. I also understand that Illinois law prohibits re-disclosure of any information disclosed to the recipient pursuant to this authorization unless this authorization specifically authorizes such redisclosure.
______________________________________                       ____________________________________   
Signature of Patient                     
            Date                      Witness                                                     Date
(Recipients 12 years old must sign)
______________________________________________________________________________________ 

Signature of parent or personal representative of the patient and description of the representative’s authority

to act for the patient.                                                                                                 
 Date: ________________
Revised 5/19                                                          

