
Silver Psychology Center 
4461 Camino Real Way 

Fort Myers, FL 33966 

(239) 936-1336 

Fax (239) 936-4927 

            CONSENT FOR RELEASE OF CONFIDENTIAL INFORMATION 
              

I, ________________________________________________________ hereby authorize and request that 
     (Print Client, Parent, Guardian or Legal Representative’s Name) 

 

________________________________________ with the Silver Psychology Center 
(Print Dr. Name)        
 

Release          Receive     Bi-directional release (sharing) 

 

all pertinent mental health (psychiatric/psychological), medical, educational, or legal information to/from: 
(circle all that apply) 

 

____________________________________________________________________________________ 
      (Name)      (Address) 

 

Phone____________________ Fax: ______________________ 

 

With the following exceptions or restrictions: ____________________________________   or    NONE 

 

Regarding: ___ My child (child’s name): _____________________________________________ 

                        ___ Myself 

 

For the specific purpose(s) of consultation, record review, continuity of care, and/or other: (Circle all that apply) 

 

_____________________________________________________________________________________ 

 

I may revoke this consent at any time by so informing the above noted individual or clinic in writing. I 

understand that used or disclosed information released pursuant to this authorization may be subject to 

redisclosure by the recipient and is no longer protected by HIPAA Privacy rules.  

 

This authorization will be valid for ninety (90) days after which it will expire. However, releases of 

information or actions taken which were made contingent upon this authorization and which occurred 

before any revocation notice was received cannot be withdrawn. 

 

Signature__________________________________________________ _________________________ 

              (Client)                (Date) 

Signature__________________________________________________ _________________________ 

              (Parent, Guardian or Legal Representative)             (Date) 

Robert B. Silver, Ph.D., ABPP                     

Licensed Psychologist 

Licensed Marriage and Family Therapist 

 
Deborah Coe Silver, Psy.D.,  ABPP, NCSP  

Licensed Psychologist 

Licensed School Psychologist 

Christina M. Hansen, Psy.D. 

Licensed Psychologist 

Jill D. Sanders, Ph.D. 

Licensed Psychologist 

Independent Practitioner 

Edward P. Berlà, Ph.D. 

Licensed Psychologist   

Pat Capozzoli Ph.D. 

Psychology Resident 

 

Gabriel Newman, Ph.D. 

Marriage & Family Therapist 

Biofeedback & Hypnotherapy Practitioner 

 

Sheba P. Katz, Ph.D., NCSP 

Licensed Psychologist 


