Marion Rollings, PhD

Licensed Psychologist #4686
236 West High St. Bound Brook, NJ 08805

908-500-7295 ~ Drmarionrollings@gmail.com
www.DrMarionRollings.com

Psychological Services For
Child~Adolescent~Adult~Family
Informed Consent for the Release of Confidential Records
Name:_________________________________________

Date:__________________________________________

Nature of Information to be Disclosed:______________________________________

(please be as specific as possible-some examples are: diagnosis, stressors, treatment plan, prognosis, current level of functioning)

To Whom the Information May be Disclosed:_________________________________

Specific Purpose for which the information may be disclosed____________________

(examples: treatment coordination; insurance claim)
I understand that this consent may be revoked by me at any time in writing by notifying Marion Rollings, PhD.

As per New Jersey State Law, the Confidential communication between a licensed practicing psychologist and the individuals with whom s/he engages in the private practice of psychology are placed on the same basis as those provided between attorney and client. Nothing in this act shall be construed to require such privileged communications to be disclosed.
I have read the above and am aware of the statutory privilege for confidential communication between a patient and a licensed psychologist.

Signature:________________________________________  Date:_____________

For Patients between the ages of 14 and 17, patient signature also required:

Signature:________________________________________   Date:_____________

