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Authorization for the Release of Confidential Information with Patient’s Physician 
 

 

Patient Name:  _____________________________________________________________________  

Address:  _________________________________________________________________________  

Date of Birth:  __________________________ Phone Numbers: _____________________________  

 

I hereby authorize Jennifer Novello, LMSW, ACSW, PLLC to: 

 DISCLOSE CONFIDENTIAL INFORMATION WITH THE FOLLOWING PARTY 

 OBTAIN CONFIDENTIAL INFORMATION FROM THE FOLLOWING PARTY 

 _____________________________________________________________  
Name of Physician / Practice 

 

 _____________________________________________________________  
Address 

 

 _____________________________________________________________  
Phone / Fax Number 

I understand that this authorization shall remain in effect for one year from the date below, 
unless otherwise stated.  I understand that I may revoke this authorization at any time by written 

notice to Jennifer Novello, LMSW, ACSW. 

 

 
 ________________________________________________________________  
 Patient/Parent/Legal Guardian Signature      Date 
 

 

 ___________________________________________________________________________  
 Witness          Date  

 


