
I AUTHORIZE THE WRITTEN AND VERBAL RELEASE OF PERSONAL HEALTH INFORMATION RELEVANT TO MY 

CARE TO THE FOLLOWING INDIVIDUALS: I UNDERSTAND THAT THIS CONSENT WILL REMAIN IN EFFECT UNTIL 

REVOKED IN WRITING: 

Name: ________________ Relationship: ______________ _ 
Name: Relationship: ______________ _ 

AUTHORIZATION TO RELEASE RECORDS 

I hereby authorize Neuropsychology Associates of Fairfax to release my neuropsychological report to the following recipients: 

Name:--------------------------------

Agency/Office: ____________________________ _ 

Address: ______________________________ _ 

City: ____________ State: _____ Zip: ____________ _ 

Phone: Fax: 

Name:--------------------------------

Agency/Office: ____________________________ _ 

Address: ______________________________ _ 

City: ____________ State: _____ Zip: ____________ _ 

Phone: Fax: 

Name:--------------------------------

Agency/Office: 
-----------------------------

Address: ______________________________ _ 

City: ____________ State: _____ .Zip: ____________ _ 

Phone: Fax: 

NEUROPSYCHOLOGY ASSOCIATES OF FAIRFAX USES TESTING MATERIALS THAT ARE PROPRIETARY AND 

COPYRIGHTED AND PROTECTED BY ETHICS STANDARDS TO MAINTAIN TEST INTEGRITY. RAW DATA AND 

TESTING MATERIALS CANNOT BE RELEASED TO ANYONE OTHER THAN ANOTHER LICENSED 

NEUROPSYCHOLOGIST. 

x __________________________________ _ 

SIGNATURE DATE PRINT PATIENT'S NAME 


