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I, ____________________(Your full name here) ________________________________________________,  authorize 
                                                                         [patient’s name]                 

_XYZ Treatment Provider Telephone #  /  Jeff Jaworski LPC, LCAS, CCS_ to disclose 
                         [name or general designation of individual or entity making the disclosure] 
__ _____ assessment, diagnosis, treatment recommendations, attendance and progression in treatment  
[describe how much and what kind of information may be disclosed, including an explicit description of what substance use disorder information may 
be disclosed; as limited as possible]                                   
to  _______ Jeff Jaworski LPC, LCAS, CCS   /  XYZ Treatment Provider Telephone 
________________________________________________________________________________________  
                     [name of recipient entity, which has a treating provider relationship with the patient] 

for the purpose of  _______completion of out of state review for NC DMV ____________.  
                                                     [describe the purpose of the disclosure; as specific as possible] 
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