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Fax:  888-705-2374   Phone: 612-900-0233

Authorization to Release Information


Client Name: _______________________________________________   D.O.B. :_____/______/______

Client Phone Number(s): ____________________________	

Client Address: _______________________________________________________________________      

This authorizes Conscious Healing Counseling to:

 Release information to:	 Request information from:

Provider/Organization: ___________________________________________

Phone: __________________________  FAX: ________________________

Address: ______________________________________________________

Please release the following information (check all that apply):

 Medication Records   Discharge Instructions   Psychological Evaluations   Medical Records  
 Treatment Summary	   Chemical Dependency Assessment/Treatment   Psychological Testing Results
 Consultation with Therapist or Other Provider   Other: ________________________

The information is being requested for the following purposes:

 Diagnosis/Evaluation   Continued Care and Treatment   Treatment Planning  Discharge Planning
	
Other:____________________________________________________________________________

		 
   I understand that I may revoke this release of information at any time by written request to the address below.

   I understand that by signing this authorization my treatment, payment, and enrollment in a health plan or     
  eligibility for benefits will not be conditioned upon my authorization of this disclosure

   I understand that the information used or disclosed may be subject to re-disclosure by the person or class of 
   persons or facility receiving it.

   I may revoke this authorization by notifying CHC therapist in writing my desire to revoke.  However, I  
   understand that any action already taken in reliance on this authorization cannot be reversed, and my    
   revocation will not affect those actions.

   Fees for copies: Federal and state laws permit a fee to be charged for the copying of client records.  You     
   maybe required to pre-pay for the copies. 
  
This release will expire on _____/______/______ or one year from the date of my signature below.

Client  ____________________________________________________	Date: _________
				
Guardian Signature	_______________________________________	Date:__________

Guardian Signature	_______________________________________	Date:__________

Witness___________________________________________________		Date:__________
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