
 Ansley Taylor Loveless, Ph.D. 
 3326 Aspen Grove Dr, Ste 240 

 Franklin, TN 37067 

 Telephone: (615) 270-5325 
 Fax: (615) 472-1931 

 Email:  contact@mtneuropsych.com 

 AUTHORIZATION TO EXCHANGE INFORMATION 

 Patient Name:  ________________________________________  DOB: ____________________     DOE: ____________________ 

 PART A  I authorize Middle Tennessee Neuropsychological & Behavioral Medicine Services, PLLC to 
 RECEIVE  records from the following individual or organization  (or their agent): 

 Name:  ______________________________________________________________________________________________ 

 Address:  ______________________________________________________________________________________________ 

 Phone#:  ___________________________  Fax#:   ___________________________ 

 Information to be disclosed: 

 □  Medical records  □  Legal records  □  School records 

 □  Diagnostic/psychological 
 tests 

 □  Treatment 
 records/reports 

 □  Employment 
 records 

 □  Other: ___________________________________________________________________________ 
 (description of information to be enclosed) 

 PLEASE CHECK BOXES: 

 □  Yes  □  No  I authorize the disclosure of information related to HIV/AIDS status or treatment. 

 □  Yes  □  No  I authorize the disclosure of information related to alcohol/drug abuse or treatment. 

 □  Yes  □  No  I authorize the disclosure of information related to mental health diagnosis or treatment. 

mailto:contact@mtneuropsych.com


 PART B  I authorize Middle Tennessee Neuropsychological & Behavioral Medicine Services, PLLC to 
 RELEASE  records to the following individual or organization  (or their agent): 

 Name:  ______________________________________________________________________________________________ 

 Address:  ______________________________________________________________________________________________ 

 Phone#:  ___________________________  Fax#:   ___________________________ 

 Information to be released: 

 □  Neuropsychological report 

 □  Other: ___________________________________________________________________________ 
 (description of information to be enclosed) 

 PLEASE CHECK BOXES: 

 □  Yes  □  No  I authorize the disclosure of information related to HIV/AIDS status or treatment. 

 □  Yes  □  No  I authorize the disclosure of information related to alcohol/drug abuse or treatment. 

 □  Yes  □  No  I authorize the disclosure of information related to mental health diagnosis or treatment. 



 This authorization shall remain in effect for  one  year  , or until_____________________ (expiration date). 

 ●  I understand that I may refuse authorization to disclose all or some of the requested 
 healthcare information, but that refusal may result in improper diagnosis or treatment, 
 denial of coverage or a claim for health benefits or other insurance, or other adverse 
 consequences. 

 ●  I understand the information used or disclosed pursuant to this authorization may be 
 subject to redisclosure by the recipient and no longer protected by the HIPAA Privacy Rule. 

 ●  I agree to the release of the above information, that the nature of this information has been 
 discussed with me in a manner that I understand, and that I have had an opportunity to 
 have any questions regarding the above release of information answered for me. 

 Signature of Patient or Guardian: ________________________________________________________  Date: _______________ 

 Printed Name of Patient: __________________________________________________________________________________________ 

 Patient Date of Birth: _________________________________  Patient SSN: ___________________________________________ 

 Printed Name of Guardian (if relevant): _________________________________________________________________________ 


