
 

Deborah L. Kerr, Ph.D. 
Licensed Psychologist, Clinical Neuropsychologist #1800 

Mountain Brook Wellness (MBW) 
3929 Forest Avenue 

Mountain Brook, Alabama 35213-2928 
Phone: 205.235.1277 | Fax: 205.290.5019 

 Email: drkerr@deborahkerr.org | Web: http://mountainbrookwellness.com/ 

Authorization to Release Information 
Client Name: ____________________________________          Date of Birth: __________________ 

Address: ________________________________________   Phone: ________________________ 

City:   _________________________________________   State: ______     Zip: _____________         

I authorize Mountain Brook Wellness (MBW) to:  □ obtain from the following  □ release to the following 

Name/Facility: _____________________________________________________  

Address: __________________________________________________________  

City, State: ________________________________________________________ Zip:  __________________ 

Telephone: _______________________ Fax: ______________________  (Email):____________________  

The following protected health information:  
□ Office Notes /Name of Physician _____________□ Outpatient Therapy Notes  _______________________
□ History & Physical ____________□ Discharge Summary _________□ Consultation Reports____________
□ Radiology CD Images (MRI/CT/x-ray) □ Radiology Reports_________ □ Lab Results  ________________
□ Other: (specify)  _________________________________________________________________________

Date Range of Information to be Released: from  _______/______/______  to  _______/_______/______      
(month/year)             (month/year) 

□ Fax Copy □ Mail Copy      □ Electronic Copy ______________   □ Other _________________

The purpose for this request to release medical information is: 
□ Medical or Mental Health Client Care / Treatment  □ Insurance  □ Other (specify)___________________
I understand that:
 By signing this form, I am authorizing the use or disclosure of protected health information which may include

confidential psychological information and/or records as indicated above.
 I may refuse to sign this authorization, which will not affect my treatment or payment for health care.
 I may revoke this authorization at any time by informing Mountain Brook Wellness (MBW) in writing, except to the

extent that action has already been taken in reliance on it.
 MBW may charge an administrative fee to cover the cost of labor, copying, and postage. MBW will inform me of any

charges and arrange for payment.
 This Authorization expires on  ____/____ /____     {if date not completed / one year after signed} 
 In consideration of this authorization, I hereby release the above parties from any and all liability arising therefrom.

_________________________________________________      ___________________________       
Client / Representative Signature     Date 

If the client listed above is a minor or is unable to sign and you are a parent, legal guardian, or personal representative 
signing on behalf of this client, please sign above and complete the following:  

______________________________________________________   ______________________________ 
(Print Name of Parent, Guardian, or Representative)     (Relationship to Client)  

mailto:drkerr@deborahkerr.org
http://mountainbrookwellness.com/
debbie
Sign Here




