
 

Jim Harris, Psy.D. 
Clinical Neuropsychology 

8330 Meadow Road, suite 219 
Dallas, TX 75231 
o: 214-691-5199 
f: 214-890-7730 

web: txmemory.com 

 
CONSENT FOR RELEASE OF INFORMATION 

 
Date: _____________  
 
Patient Name: _________________________ Date of Birth: ______________  
 
I hereby authorize The Memory Clinic of Texas, PLLC, to release my records to: 
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________ 
 
I hereby authorize _______________________________ to release my records to 
The Memory Clinic of Texas, PLLC. 
 
 
_____________________________ ____________________________ 
signature (patient or guardian)  printed name of guardian (if applicable) 


