Northwest Forensic Associates, LLC
Natalie Novick Brown, Ph.D., SOTP

2825 Colby Ave., Suite 407     Everett, Washington 98201
425-512-0558 / 425-275-1238 (cell) / 888-807-5991 (fax)
fstnat@yahoo.com
Consent for Exchange of Medical and Health Care Information
TO: 

Name:

________________________________________________________________

Address:
________________________________________________________________

City:

______________________________  State:    ________    Zip:   ____________

REGARDING:


Patient’s Name: ______________________________________



Date of Birth:
______________________________________



SSN:

______________________________________

I hereby give my full permission to the above named person or her employees to exchange verbal and/or written information with Dr. Natalie Novick Brown as listed below:

___Consultation/Evaluation Notes


___Psychological/Social Assessment

___Outpatient Clinical Notes



___Psychiatric Evaluation

___Birth / Neonatal Records



___Laboratory / Radiology Results

___AIDS/STD Reports




___Education Records / Assessments

___Drug/Alcohol Treatment



___Chart Notes / Treatment Records
___Other: 
________________________________________________________________



________________________________________________________________

I understand that this authorization, unless specifically limited by me in writing below, will extend to all aspects of treatment as specified above. I also understand that this authorization will automatically expire one year from the date of the signature below unless previously revoked in writing. If patient information is to be released to an employer or financial institution, this authorization is valid for only 90 days from date signed.
___________________________________
________________________   _____________

Signature of Patient or 



Relationship to Patient

Date

Legally Responsible Person
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