
 

John A. Crouch, Ph.D., ABPP-CN 
360 Bloomfield Avenue, Suite 301 

Windsor, CT 06095 

860-930-1298; fax: 860-955-9898 

__________________________________________________________________ 

 

RELEASE OF INFORMATION 

 

I hereby request and authorize Dr. Crouch to: 

 

  ___ Obtain  ___ Release  ___ Exchange           Information 

 

 

Regarding:  ___ History & Physical   ___ CT or MRI scans of the Head/Brain 

   ___ Discharge Summary  ___ Neurology or Neurosurgical Consultations 

   ___ Operative Reports   ___ Medical Office Notes 

   ___ Behavioral Observations  ___ Mental Health Treatment or Evaluation Notes 

   ___ Psychometric Testing Report ___ Psychometric Raw Test Data 

___ Academic Records   ___ Employment Records   

 

 

From: ___ To: ___  ______________________________________________   

    Name of Person or Agency 

 

    ______________________________________________   

    Address 

 

    ______________________________________________   

    City        State             Zip 

 

 

In Regard To:   ______________________________________________   

    Patient Name 

 

_______________________  

    Date of Birth 

 

__________________________________________________  ____________________  

Signature of Patient Parent  Guardian    Date 

 

 

__________________________________________________  ____________________  

Signature of Witness        Date 


