Coyle & Mattern, LLC
www.noanxietytoday.com
Jane R. Coyle, LCSW
Blanket Authorization for Release of Information
Part A is to allow another healthcare provider to release information to Jane R. Coyle.
A. I, ____________________________, hereby authorize __________________________
(Client-Print)						(Provider Name-Print)
       
            to release written or verbal information to Jane R. Coyle, LCSW, located at 2770 Indian River Blvd., Suites 314-315, Vero Beach, FL 32960, for the purpose of coordinating my mental health treatment.
Part B is to allow Jane R. Coyle, LCSW to share your information with other authorized individuals.
B. I, ____________________________(print), hereby authorize and request that Jane R. Coyle, has permission to release or verbally convey information about my treatment to the following individuals:
1. Name_________________________ Relationship__________ Phone____________
2. Name _________________________Relationship _________ Phone____________
3. Name_________________________ Relationship __________Phone____________
Part C allows Jane R. Coyle to notify me or the persons listed above with appointment reminders or other information regarding my mental health support as follows:
C. ______Message on voicemail			Phone_____________________
______Message on work phone		Phone _____________________
______Message/text on cell phone		Phone______________________
______Message by email			Email_______________________________
______Other	____________________________________________________________
I understand and direct that these authorizations remain in effect until I terminate services and/or revoke them in writing.

Signature________________________________________ Date____________________
