
A COPY OF THIS DOCUMENT SHALL SERVE AS AN ORIGINAL 

DAVID C. BLACKMON, Ph.D. 
Licensed Psychologist / License # PY0004360 

1400 Marsh Landing Pkwy, Suite 112 

Jacksonville Beach, FL 32250
Office # (904) 333-3389   /   Fax # (904) 834-3339 

AUTHORIZATION FOR RELEASE OF CONFIDENTIAL INFORMATION 

I hereby authorize David Blackmon, Ph.D. to:  (Check all that apply) 

_____ Exchange _____ Obtain and/or _____  Release all information pertaining to the

medical, psychiatric, psychological, and/or 

educational evaluation and treatment of 

___________________________________________________________________________ 

Patient Name (printed)                                                                            Patient Date of Birth 

To/From: ______________________________________________________________  

Name 

_________________________________________________________ 

Address 

_________________________________________________________ 

City/St/Zip      

_________________________________________________________ 

Phone                                                      Fax 

A signed revocation may be signed at any time. 

I hereby release David Blackmon, Ph.D. from any legal liability which may arise as a result of 

the use of this released information. 

This information has been disclosed to you from confidential records.  Any further disclosure is 

strictly prohibited unless the client provides written consent. 

___________________________________________        __________________ 

Signature of Patient (or legal Guardian) Today’s Date 

____________________________________________        ___________________ 

Signature of Witness  Today’s Date 


