
 
 

Authorization for Release of Information 

 

I ___________________________________________, hereby consent to the disclosure of the specific 

information listed in this document regarding: 

 

 

________________________________, _______________________________ by: 

  (name of client)    (date of birth) 

 

 

      ________________________________ 

      (Therapist Name) 

   

________________________________ 

      (Therapist Signature) 

To and From: 

 

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________ 

(name and address of organization and/or person to which information is provided) 

 

For the purpose of on going diagnosis, treatment, planning, social, vocational and educational planning. 

 

The following information is hereby authorized for release: 

 

Mental Health evaluation & treatment plan/records 

Substance abuse evaluation & treatment plan/record 

EAP assessment & treatment recommendations 

Reports of progress, compliance & completion of recommended treatment completion 

(includes reports of other providers relating to compliance & progress) 

Discharge Summary & Compliance with treatment recommendations 

Other Records from ______________________________________ 

 

This authorization is subject to revocation at any time; and in any case expires upon fulfillment of purpose 

for which this consent is given. 

 

___________________________  ___________________________  

                 (signed)       (date) 

 

___________________________   ___________________________    

(person authorized to consent for client & relationship)   (date) 

 

___________________________   ___________________________  

                 (signed)       (date) 


