
RELEASE OF INFORMATION 

I hereby authorize Jennifer Ballerini, Psy.D. to receive, use, or release health information and records obtained 
during the course of treatment for: 

Patient Name:  _____________________________________________________  Date of Birth:  ____________________ 

Address: ____________________________________________________________________________________________ 

The information is to be disclosed to and/or from the following person or organization: 

Person/Organization:  _________________________________________________________________________________ 

Phone:  ____________________________________________  Fax:  ___________________________________________ 
  

The purpose of this information release is treatment planning.  Specific records may include all dates of service and 
all or any part of records unless indicated below:   

____________________________________________________________________________________________________ 

Please acknowledge you understand the following information by initialing below: 

_____  I understand that I may refuse to sign this authorization and that my signing is voluntary.  I hereby release 
Jennifer Ballerini, Psy.D. from any liability arising from this authorization. 

_____  I authorize the parties listed above to talk by telephone if relevant to the above listed purpose for this release 
of records. 

_____  I can make a written request to stop use or release of information at any time, although I understand that I 
cannot stop information previously used/disclosed under this authorization. 

The confidentiality of medical, psychiatric and substance abuse information is protected by State and Federal 
Statutes, Rules and Regulations including California Confidentiality of Medical Information Act:  California 
Administrative Code, Title 22; California Welfare and Institutions Code 5328; Title 42 of the Code of Federal 
Regulations; and HIPAA. 

_________________________________________    ___________________________________________ ___________ 
PRINTED NAME                                        CLIENT SIGNATURE                 DATE 

_________________________________________    ___________ 
JENNIFER BALLERINI, PSY.D.                                DATE

8 0 8 0  M a d i s o n  A v e n u e  •  S u i t e  2 0 0  D  •  F a i r  O a k s ,  C A  9 5 6 2 8  
9 1 6 . 2 7 6 . 7 7 0 9   •   d r . b a l l e r i n i @ m e . c o m   •   l i f e w o r k p s y c h o l o g y . c o m  

J E N N I F E R  B A L L E R I N I ,  P S Y. D  

H e l p i n g  P e o p l e  B u i l d  B e t t e r  R e l a t i o n s h i p s

http://lifeworkpsychology.com
http://lifeworkpsychology.com

