
 
Linden Psychological Services     111 North Wabash, Suite 1806 
Paul Linden, Psy.D.      Chicago, Illinois 60602 
LIC 071-004780       (312) 499-6873 

 
CONSENT AUTHORIZING THE DISCLOSURE OF INFORMAITON UNDER 

MENTAL HEALTH AND DEVELOPMENTAL DISABILITIES CONFIDENTIALITY 
ACT 

(Recipient over 15) 
 

 
 

RE: ____________________________________ Birth Date: ___________________________ 

I hereby authorized     Paul Linden, Psy. D.           to disclose and exchange with___________ 

___________________________________________________________________________ 

the following information ______________________________________________________ 

____________________________________________________________________________ 

This information will be used for the following purpose: ______________________________ 

____________________________________________________________________________ 
I understand that if I refuse to sign this consent, the information will not be disclosed to the 
above-mentioned person or agency. 
 
I understand that I have the right to inspect and copy the information to be disclosed. 
 
This is valid for    12    (months) from the date signed.  
 

 

______________________________________________ 
SIGNATURE (Recipient or Guardian)                       Date 

 
 
 

______________________________________________ 
WITNESSED BY                                                        Date 

 
Consent may be revoked in writing at any time. 

Any such revocation shall have no effect upon disclosures   
 made prior to the date the revocation is received.  

 


