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Authorization to Release Information 
 

Melissa Staehle, Ph.D. 
Psychologist, PSY 20412, Q.M.E. 116357 

Diplomate, American Academy of Pain Management 
 

Providing Support for Life’s Transitions 
 

576 “B” Street, Suite 1A 
Santa Rosa, CA 95401 

Tel/Fax: 707-544-7761/544-7781 
Email: mgsphd@sbcglobal.net 

 
 

Patient’s Name: _________________________________________________________________ 
 
Date of Birth: __________________________________________________________________ 
 
Consistent with California and Federal Law, I authorize the disclosure and/or use of my Protected 
Health Information (PHI) as described below: 
 
____Melissa Staehle, Ph.D. is authorized to release my PHI to: 
 
Name: ________________________________________________________________________ 
Address:_______________________________________________________________________ 
Phone: ________________________________________________________________________ 
Fax: __________________________________________________________________________ 
 
____Person/Organization below is authorized to release PHI to Melissa Staehle, Ph.D. 
 
Name: ________________________________________________________________________ 
Address: ______________________________________________________________________ 
Phone: ________________________________________________________________________ 
Fax: __________________________________________________________________________ 
 
Purpose for PHI Disclosure: 
 
____Evaluation/Diagnosis 
____Treatment/Treatment Planning 
____Consultation 
____Other: _________________ 
 
This authorization shall remain valid until: ___________________________________________ 
 
I understand that I have a right to receive a copy of this authorization.  This authorization will be 
placed in my file. I understand that any modification or cancellation of this authorization must be 
in writing to be effective.  I have read and understand this form and authorized the release of my 
PHI as noted above: 
 
______________________________________________________________________________ 
Patient Signature                                                                                          Date 


