Psychological Support Services, PLLC 				at The Family Enrichment Center
Specializing in Developmental Disabilities	                  236 LePhillip Court, Suite D   
                               Concord, NC 28025
	                          	                                           704/786-4503
_____________________________________________________________________________________
AUTHORIZATION TO RELEASE/OBTAIN INFORMATION

I hereby authorize Psychological Support Services, PLLC, to release and/or request information from the record of:

________________________________________	 _______________________________________
Client’s Name					                Date of Birth


 _____________________________________________________________________________________________
 Street Address				City	               	State		       Zip


TO / FROM:		NAME: _________________________________________________________________

ADDRESS: ______________________________________________________________
                                           
PHONE: ________________________________________________________________   


METHOD OF DISCLOSURE:	Verbal		Written	           Fax		E-mail


INFORMATION TO BE SHARED:
	( )	Treatment Summary 		( )  Vocational Testing Results
            ( )	Psychological Testing Results		( )	  Medical Evaluation Reports and Progress Notes 
	( )	Behavior Programs		( )  Service Plans
	( )	Academic Testing Results		( )  Other (specify)______________________________
            ( )    IEP		                 _____________________________________
            ( )    School Academic and Behavior Summaries                     _____________________________________
            ( )	Specialized Therapies Evaluation Reports 
                    and Progress Reports/Notes
			 
PURPOSE:
	( )	Planning Appropriate Treatment or Program
	( )	Coordination of Services
	( )	Determining Eligibility for Benefits or Program
	( )	Other (specify)	 ______________________________________________________________________

I understand that I may revoke this consent at any time by providing written notice, and after one year this consent automatically expires. I have been informed what information will be given, its purpose, and who will receive the information.

Signature of Client 	___________________________________________________	Date__________________

Signature of Parent/Guardian 	__________________________________________	Date__________________

Signature of Witness 	_________________________________________________	Date__________________
(If client is unable to sign)
  
Psychological Support Services, PLLC              236-D LePhillip Court, Concord, NC  28025	               704/786-4503
