Karen Wachtel, Ph.D.
Licensed Psychologist

20 Canterbury Road
Great Neck, NY 10021
646-789-6855
RELEASE OF INFORMATION FORM
I understand that by signing below I am giving consent to Karen Wachtel, Ph.D. to release/obtain information regarding my child’s treatment and/or evaluation to/from: 
Name: ________________________________________________________
Tel:____________________________ Fax:___________________________

I also understand that only information pertinent to my treatment will be released/obtained and that I may withdraw my consent at anytime by providing written notice.  I understand that I may revoke this authorization except to the extent that action has already been taken based on this authorization.  This authorization will be valid up to one year after an evaluation and/or treatment is terminated.

Child’s Name:_________________________

Parent or Guardian’s Name (If under 18 years of age): ____________________________

Parent or Guardian Signature:________________________
 Date:___________________

Witness Signature: ________________________________  Date:___________________
