
 
Mental Health Authorization For Release of Patient Behavioral Health Information 

 
By signing this authorization, I hereby authorize Lyndon Pediatrics to 
 
_____ Disclose to​ ​ __________________________________________ (Person/Entity) 
_____Obtain from​ ​ __________________________________________ (Address) 
​ ​ ​ ​ __________________________________________ (City, State, Zip) 
​ ​ ​ ​ __________________________________________ (Phone number) 
​ ​ ​ ​ __________________________________________ (Fax number) 
 
This patient’s behavioral health information as described below. I understand that this authorization extends to all or any part of the 
records, which may include treatment for physical and mental illness (except psychotherapy notes), chemical or alcohol 
dependency, communication disease test results, or diagnosis. I understand that the patient record may be protected by the Federal 
Rules for Privacy of Individually Identifiable Health Information, the Federal Rules for Confidentiality of Alcohol and Drug Abuse 
Patient Records, and/or state laws, and cannot be disclosed without my written consent at any time. I understand this consent is 
subject to revocation at any time, except to the extent that action has been taken in reliance on it and that in any event, this consent 
expires automatically as indicated below. I understand that this authorization is voluntary and I may refuse to sign this authorization. 
I further understand that the health care of this patient and payment of health care of this patient will not be affected if I do not sign 
this form.  
 
Printed Patient Name: ____________________________________________  DOB: __________________ 
 
Description of information to be released: (INITIAL ALL THAT APPLY) 
 
______ Consultation reports​ ​ ​ ______ Medications records 
______ Psychological testing/rating scales​ ______ Other: _____________________________ 
 
The purpose of this disclosure is for the following: (INITIAL ALL THAT APPLY)  
 
______ Continuity of Care ​​ _______ School 
______ Other (please explain): _______________________________________________________ 
 
I desire this authorization to be in effect until __________________________ (Expiration date) 
 
I hereby release Lyndon Pediatrics from all legal responsibilities or liability that may arise from the disclosure of 
patient medical records to reliance on this authorization.  
 
I understand that I may revoke this authorization by requesting a written revocation of authorization form that can be 
obtained by calling/writing: 6851 E. Genesee St. Fayetteville, NY 13066, (315) 446-4580. I also understand that the 
written revocation must be signed and dated with a date that is later than the date of this authorization. The 
revocation will not affect any actions taken before the receipt of this written revocation.  
 
Printed full name: ____________________________________________ Relationship _____________ 
 
Parent/Guardian/Patient signature: _______________________________________________________ 
 
Date _____________________________ 
(Patient’s signature is required for those 18 years of age and older) 
 

Kate S. Robinson, MD​ Nagulinie Shukla, PNP​ Natasha Wilcox, FNP-BC   Lyndsay Harris, FNP-BC 
Revised 11/24, 09/25  NW 


