
Authorization for Release of Information

I, ______________________________, authorize ___________________________________________  
 (client’s full name)     (therapist)

to have a mutual exchange of information with ___________________________________________
        (name of individual / company)

for the purpose of enhancing and collaborating services, approval of coverage, authorization, 
and processing claims.  The following specific information from my records and course of 
treatment may be released:

Demographic information, psychosocial history, symptoms, diagnosis, treatment 
plan, prognosis, recommendations, and all similar information written and/or verbal 
via fax, phone and/or email.

This consent may be revoked by me at any time, but ending the consent will not cancel any 
action that has already been taken as followed by the form.   This consent to release informa-
tion will expire one year from the date of signing or

_______________________________________________
(date, event, or condition upon which it will expire)

 ___________________________________________  ___________________
   (Signature)      (Date)

 □ Client

 □ Parent/Guardian

 __________________________________________  ___________________
   (Witness)      (Date)
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