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HIPPA Authorization/ Release of Confidential Treatment and Information 

 
I authorize Robin Newman, PsyD, Licensed Clinical Psychologist, to disclose, release, and obtain 
pertinent and confidential information concerning me, including medical records, treatment notes, progress 
notes, evaluations, and reports or records of other treatment providers only as is appropriate and necessary for 
treatment and assessment. I understand that Dr. Newman will use professional judgment in deciding what 
information will and won’t be released and to use professional judgment in determining when and what specific 
records or treatment summaries should be disclosed if necessary.  
 
The following are names and phone numbers of those that Dr. Newman has permission to speak with 
concerning my case: 
 
1. ____________________________________________________________________________________ 
 
2. ____________________________________________________________________________________ 
 
3. ____________________________________________________________________________________ 
 
 

Disclosure Regarding Confidentiality of Treatment Information 
 

I understand that any records concerning my medical treatment of mental health are confidential under Texas 
and Colorado law and that a statutory privilege prohibits such information from being disclosed without my 
consent. I also understand that if I request records to be released to any person or health care provider, I am 
responsible for payment of such records or summaries and agree to pay in full for all expenses incurred prior 
to their release.  
 
I understand that this document will be in effect unless otherwise stated. I also understand that I may 
revoke this disclosure and release of information in writing at any time. 
 
______________________________________________________   
Client Signature      Date    
 
 
    Disclosure Regarding Insurance and Billing  
 
I hereby give permission to have Dr. Newman submit billing for my scheduled appointments. By doing so, I 
acknowledged and understand that confidential information about my medical/mental health will be released to 
my insurance company.  By signing below, I am agreeing to this arrangement. I also agree to pay for whatever 
services insurance may not cover  
 
 
 

Client Signature           Date 
 


