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By_____________

To_____________

Authorization for Release of Information

Client Name:__________________________________

Address:______________________________________

City:________________ State:________ Zip:________

Date of Birth:__________________

I authorize the release of the following information:

_______________________________________________

_______________________________________________

_______________________________________________

To the party(ies) listed below:

Name:__________________________________________

Address:_________________________________________

City:__________________ State:________ Zip:_________

Name:__________________________________________

Address:_________________________________________

City:__________________ State:________ Zip:_________

I understand that I may revoke this consent at any time by a written request but not retroactive to the release of information made in good faith.  Otherwise, this release will expire at the time I am discharged from treatment.  I also understand that disclosed information may be subject to redisclosure by the recipient and no longer protected by this consent.

_______________________

_______________________________

Witness



Client or person legally responsible






_____________






Date
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