Authorization to Release and Exchange / Request Information
Green House Counseling 5555 Erindale Drive, Colorado Springs, CO 80918
(719) 648-9490
I authorize Ashtin Green, M.A.,  LPC   to release/request and exchange information concerning:

Name(s):____________________________________________________________________________________ DOB:________________________

Who are the names and addresses of agencies, organizations, or individuals with whom information may be exchanged.
Caseworker:___________________________________________________________________________________or currently assigned caseworker
Address:______________________________________________________________________________ Phone:_____________________________

Caseworker Supervisor___________________________________________________________________________or currently assigned supervisor
Address:______________________________________________________________________________ Phone:_____________________________

GAL:_______________________________________________________________________________________________or currently assigned GAL
Address:______________________________________________________________________________ Phone:_____________________________

Attorney:_______________________________________________________________________________________or currently assigned Attorney
Address:______________________________________________________________________________ Phone:_____________________________

CASA:_____________________________________________________________________________________________or currently assigned CASA
Address:______________________________________________________________________________ Phone:_____________________________

Other therapist:___________________________________________________________________________________________________________
Address:______________________________________________________________________________ Phone:_____________________________

Other:________________________________________________________________________________
Address:______________________________________________________________________________ Phone:_____________________________

Other: __________________________________________________________________________________________________________________
Address: ______________________________________________________________________________Phone_____________________________
Initial Please:
[bookmark: _GoBack] (     ) I understand that my case will be discussed for billing purposes.
Specific Information Requested or Released
Initial Please:
(     ) Reports regarding Psychological or Psychiatric condition.
(     ) Reports regarding goals and progress in therapy.
(     ) Testing results.
(     ) Academic and behavioral functioning reports.
(     ) Copy of medical records.
(     ) Copy of police reports.
(     ) Psychosocial history, treatment plans, progress reports, and discharge summaries.
(     ) Assessments.
(     ) Drug and/or alcohol treatment reports, testing assessments and discharge summary
(     ) To testify in court
(     ) Other: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
(     ) This release shall be valid for 365 days from the date of the signature or until _______________________________
(     ) A copy of this release of information may be used with the same effectiveness as the original.

The above information is released/requested for the purpose of evaluation and treatment planning. This information disclosed to you from records protected by Federal confidentiality rules ( 42 CFR Part 2 ). The federal rules prohibit you from making any further disclosure of this information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by 42 CFR Part 2. A general authorization for this release of information is NOT sufficient for this purpose. The federal rules restrict any use of the information to criminally investigate or prosecute and alcohol or drug abuse patient.

I hereby release the above parties from any liability which may result from furnishing this information. Redisclosure of this information is prohibited.
________________________________________________________________________ Date______________________
( Signature of Responsible Party )

________________________________________________________________________ Date______________________
( Witness/Staff Signature )
