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Ponderosa Counseling  
Group Release of Information  

 

  

Patient Name: ___________________________________________________ Date of Birth: _______________________  

  

I, ______________________________________________, hereby authorize the mutual exchange of information 
between the following Ponderosa Counseling Center Group Practitioners in the case of covering for one another’s clients 

when practitioners are on vacation or leave; and/or when client’s cases are shared between medication provider and 

therapist.  

  

Ponderosa Counseling Center Group Practitioners Are:  
  
Laurie Reeder, PMHNP           Deb Collins, PMHNP  

     Psychiatric Mental Health Nurse Practitioner                            Psychiatric Mental Health Nurse Practitioner  

  

K.C. Cullen, PMHNP        Maki Sonoda-Sutton, MA, LPC  

    Psychiatric Mental Health Nurse Practitioner                            Licensed Professional Counselor  

  

Deb Mastin, LCSW         Kristin Pazdernik, PMHNP 

    Licensed Clinical Social Worker         Psychiatric Mental Health Nurse Practitioner  

 

  

I understand that information to be released for collaboration, coordination of care and ongoing treatment may include 

information regarding the following condition(s):  

-Psychiatric Conditions, Psychological Testing, Progress Notes, and Medication Prescribed  

-Assessment including Diagnosis  

-Treatment summary, Recommendations and Consultation  

-Drug and/or Alcohol Abuse   

-Medical Information  

-HIV (Human Immunodeficiency Virus)/AIDS (Acquired Immunodeficiency Syndrome)   

  

I understand that I may revoke this consent to release information at any time by giving written notice to Ponderosa 

Counseling Center, except to the extent that action has already been taken to comply with it. Without such revocation, 

this consent is valid until treatment with Ponderosa Counseling Center ends.  

  

I release Ponderosa Counseling Center from all legal responsibility and liability for the information released according to 
the terms of this written consent. I understand that there is the potential for this protected health information to be re-

disclosed by the recipient and thus no longer protected under the HIPPA privacy rule.  

 

Signature of Patient: _____________________________________________ Date: _____________  
(If 15 years or older)  

  

Signature of Parent or Legal Guardian: _______________________________ Date: _____________ 

  

Signature of Witness:  ____________________________________________ Date: ______________  

 
*A photocopy or fax of this document shall be as effective as the original  

 


