Authorization for Release of Information

I _____________________________hereby authorize (Therapist) to: 

    (name of client (s)

 Exchange information with: ​​​​​​​​​______________________________________________
 ONLY receive information from: __________________________________________
 ONLY release information to:

__________________________________________/_____________________________

(Name of professional)                                                                  (Title: teacher, psychiatrist, PCP, etc)

Facility Name: ___________________________________________________________

Mailing Address: _________________________________________________________

Phone: ________________________________  Fax: ____________________________

For areas listed below:

__Medical

__Psychiatric/Mental health treatment

__Drug and/or alcohol

__Educational

__Social

__Criminal History

__Other _____________________

For the purpose of: Coordination of Care

This authorization will remain in effect until ____/____/____ (one year) or when treatment ends (if earlier than one year).  

By signing below, you acknowledge that information to be released may include information regarding mental health treatment which is protected by federal law.  You understand that all information received will be treated as confidential and that this authorization can be revoked at any time. 
____________________________

______________________________

Signature




Relationship to Client

____________________________

______________________________

Printed Name




Date


