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Mark M. Roland, Ph.D.

Psychological Consultants of Marietta, PC

21 Trammell Street, SW

Marietta, Georgia 30064

(770) 420-9448 Office and Fax
AUTHORIZATION OF USE AND RELEASE OF PRIVILEDGED AND PERSONAL INFORMATION 
I __________________________________________ hereby authorize Dr. Mark Roland 
  (Client’s name, or parent’s name if client is a minor)

to release and receive information concerning:

 FORMCHECKBOX 
  myself 
or 
 FORMCHECKBOX 
 _____________________________.





(Client’s name if client is a minor)
The person or agency that I am authorizing Dr. Roland to communicate with is:
_________________________________________                                                                . 
                                        Name of Person, Agency, or Institute to consult

__________________________________________________        (       )
_______
_____
    Address                                   City                          State/Zip Code                   Phone #









(     )                                .









Fax#

I understand that prior to personal information being shared with another entity my written agreement is necessary and that this permission is limited to the person or entity listed above and will be affective for one year from the signature date below unless specified on this document. I also understand that neither Mark Roland, Ph.D. nor Psychological Consultants of Marietta, PC will be liable in any way or manner for how the disclosed information is used, interpreted, acted upon, or disseminated by the recipient or entity named above. I also understand that I can cancel this consent at any time, except for actions that have already been taken.

________________________________    
__________________________________

Client’s or guardian’s Printed Name

Signature of client or guardian




 
                            /               /






Date
