
David N Lombard, PhD 
3242 Mallard Cove Lane 

Fort Wayne, Indiana  46804 
Telephone: 260.459.2900 
Facsimile: 260.459.2901 

 
 

AUTHORIZATION FOR THE MUTUAL RELEASE AND EXCHANGE 
OF CONFIDENTIAL AND PRIVILEGED INFORMATION 

 
I hereby authorize the mutual written and verbal exchange of any confidential or privileged information between 
David N. Lombard, Ph.D., and any Court and any Health, Education, or Legal Professional and any other person 
who, in Dr. Lombard's discretion, might be relevant to my contact with this office.  Any exceptions to this 
exchange of confidential or privileged information are identified below. 
 
I understand that Dr. Lombard, like most professionals, consults with other professionals as part of normal 
practice and mutual professional feedback and supervision, that he provides training and continuing professional 
education to other mental health professionals in which anonymous evaluation material is utilized, and that he 
uses professional test scoring services.  I agree that this release also includes such professional consultation and 
training and the use of such services. 
 
I understand that without this release my records are otherwise protected under the Federal and State 
Confidentiality Regulations and cannot be disclosed except in accordance with those regulations.  I understand 
that it is my right to revoke this release at any time.  I understand and agree that even if I revoke this release, the 
laws of the State of Indiana require Dr. Lombard to disclose privileged information in situations of suspected 
child abuse, of suspected potential harm to oneself or another, and in instances where the court shall order the 
disclosure of privileged information or shall subpoena records. 
 
I agree that a photocopy of this form and my signature below is as valid as the original. 
 
In consideration of Dr. Lombard's agreement to perform this service for me, I hereby release Dr. Lombard, and 
each of the above parties with whom Dr. Lombard exchanges and/or releases information, from all liability, 
legal, professional, financial, or otherwise, that might directly or indirectly result from the release or exchange 
of any information that might be relevant to this consultation or evaluation.  I fully understand, agree, and take 
sole responsibility that the information released may be detrimental and damaging to me personally, to me 
financially, and to me legally.  I understand and agree that this is a legally binding document, that I have had the 
opportunity to consult with an attorney on this matter if I desire, that I fully understand the rights and privileges 
that I now waive by signing this agreement, and that I give this release, authorization, and consent of my own 
free will. 
 
Any exceptions not 
included in release: ____________________________________________________ 
 
[  ] check, if no exceptions 
[  ] check, if also requesting drug and alcohol records 
 
Signed: _____________________________________________ 
 
Printed: __  ________________ 
 
Witness: ____________________________________________ 
Executed this_____day of ___________2005 in Fort Wayne, Allen County, Indiana 


