[image: image1.jpg]



Authorization to Release or Exchange Confidential Information








www.soulrestorationproject.org
I, [name of client] _________________________, hereby authorize [name of therapist] ______________________________ to release or exchange confidential information obtained during the course of my treatment to [name or entitiy with whom information is to be exchanged] 

Name/title _________________________________________________
Phone/fax/email address_______________________________________
Address ____________________________________________________
This authorization permits the release of the following information:

____
Any and all information necessary

____
Diagnosis

____ Treatment plan

____
Prognosis

____  Progress to date
____ Clinical test results
____ Treatment dates
____  Patient records
____ Summary of treatment

____  Other  __________________________________________

I authorize the RELEASE or RECEIPT of the information described above for the following purpose(s):

· For continued treatment with other professionals
· To inform collateral resources 
· To give progress update

· To gain information related to prior treatment

· To gain information from collateral resource

· To gain progress update

· Other: ______________________________
I understand that I have the right to receive a copy of this authorization.  I also understand that any cancellation or modification of this authorization must be in writing.

This authorization shall remain valid until ________________________.









(expiration date)
____________________________________________________________

Client Name


Date


Signature
____________________________________________________________

Client Name


Date


Signature
�








