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JOHN MARKEY 
Forensic Psychology Services 

80 NORTH MAIN ST., SUITE lC 

DOYLESTOWN, PA 18901 

WWW MARKEYPSYCH COM 

Patient Information 

Name: Gender: DOB: ---------------- --- ------
First Middle Last 

SSN: _______ _ Email: ________ Phone: _______ _ 

Address: 
-----------------------------

Emergency Contact: _______________________ _ 
Name Phone Relation to Patient 

How did you hear about us? ____________________ _ 

Would you like to be enrolled in the Patient Portal? D Yes D No 

Would you like reminders of your appointments? D Yes D No 

If yes, choose: D Text Message D Voice Call D Email 

Insurance: 
Name of Insurance Company 

ID Number Group Number 

Policy Holder's Name, DOB and Relationship to Patient 

Policy Holder's Address 

Reason for Seeking Treatment: ___________________ _ 

Patient Signature: _______________ _ Date: _____ _ 
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JOHN MARKEY 

80 NORTH MAIN ST., SUITE lC 

DOYLESTOWN, PA 18901 
P 215.348.2757 F 215.348.4125 Forensic Psychology Services 

WWW M ARKEYPSYCH COM 

Authorization for Release of Protected Health Information 

Patient Name: ______________________________ _ 

Date of Birth: ___________ Social Security Number: __________ _ 

I authorize the release information as described below: 

Facility/Person to Release Records 

John E, Markey, Psy,D" CADC 
Phone: 215-348-2757 
� 215-348-4125 
Address: 80 North Main Street Suite 1C 

Doylestown, PA 18901 

Facility/Person to Receive Records (Insurance Info:)
Insure ance Name: 
Phone: ________________ _ 

.Esx;_ _______________ _ 
Address: ________________ _ 

Records are requested for the purpose of: ( check at least one) 

D Continuing Care D Legal D Personal D Insurance D Other: __________ _ 

Specific information to be released: ( check all that apply) 

D Discharge Summary /Instructions 
D Medication Administration Records 
D Psychiatric/Psychological Evaluation 
D Psychiatrist/Physician Orders 
D Court Ordered Evaluation 

D Psychological/Psychiatric Progress Notes 
D Current Medications 
D Complete Medical or Psychiatric Record 
D Submission of Insurance Claim(s) 
D Other, specify: ___________ _

I understand that my consent to Authorization for Release of Protected Health Information is 
governed by the Health Insurance Portability and Accountability Act of 1996 and may not be a 
condition for me to receive treatment services. I understand that Federal rules may prohibit re
disclosure of these records to another party, unless expressly permitted by the written consent of 
the person to whom it pertains. I understand that this authorization is effective beginning on 
_____ and expires on _____ . No time frame may exceed one year from the date of 
signature. I understand that I have the right to revoke this authorization at any time by sending a 
written request to the entity /person I authorized above to release the information. I understand 
that I cannot revoke any information that has already been released under this authorization. 

Signature of Patient Date of Signature 

Signature of Witness Date of Signature 
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