TERI MARTIN CRABTREE, LPC-MHSP
AUTHORIZATION FOR RELEASE OF INFORMATION

Name:______________________________DOB:__________SS#:__________________
Address:________________________________________________________________
I hereby authorize the release of the following:

YES

NO


____

____
Medical History, examinations, laboratory tests and treatment reports
____

____
Psychological test reports

____

____
Psychiatric test reports

____

____
Social history data including family, education, employment, other relevant data

____

____
Summary of previous mental health treatment, progress including attendance and


participation
____

____
Notification of referral source of initiation and termination

____

____
Legal reports (court orders, police reports, etc.)

____

____
Court subpoenaed information from client’s chart at Counseling Associates of Mt. Juliet 




with therapist: ____________________________________________________________
____

____
Other information (Specify):_________________________________________________ 
The information can be released From/To (therapist): _____Teri M Crabtree, LPCMHSP                           From/To:

_______________________________________________________________________________________________

Name


Address





City/State

I understand the above information will be used for the following specific purpose:

YES

NO


____

____
To develop a diagnosis, treatment and rehabilitation plan
____

____
To coordinate medical, psychological and social rehabilitation process

____

____
Other Use (specify): _______________________________________________________

I understand that this information will not be disclosed to any other agency or individual without my written 

authorization, except as allowed by law. I also understand that my protected health information, which is disclosed 

with this release, may be subject to re-disclosure by the recipient and no longer protected by law. 
Teri M Crabtree, LPC-MHSP is not responsible for any alterations made to its medical

record copies, which have been released to any party.

**I understand that I have a right to a copy of this authorization after I sign it.

**I understand that my therapist will not condition any provision of treatment on my signing this authorization.

**This authorization may be revoked at any time with my written statement.

**This authorization for Release of Information is given freely, voluntarily and without coercion.

_________________________________________

___________________________________________

Client Signature


Date


Witness Signature


Date
_________________________________________

___________________________________________

Responsible Party Signature (for minor)   Date


Relationship to Minor


