Jean Smith, M.Ed., LPC, LMFT
9950 Cypresswood Dr

Houston, Texas 77070

832-722-7171
AUTHORIZATION TO RELEASE CONFIDENTIAL INFORMATION

	Patient’s Name:
	
	Date of Birth:
	

	Previous Name:
	
	Social Security #:
	

	I request and authorize
	
	to

	release healthcare information of the patient named above to:

	
	Name:
	

	
	Address:
	

	
	City:
	
	State:
	
	Zip Code:
	

	This request and authorization applies to:

	( Healthcare information relating to the following treatment, condition, or dates:
	

	
	

	( Verbal information only:  Contact 

	( Other:
	

	

	( Yes   ( No       I authorize the release of information to the following family member:

	

	( Yes   ( No
	I authorize the release of information to my insurance company.

	

	( Yes   ( No
	I authorize the release of any records regarding drug, alcohol, or mental health treatment to the person(s) listed above.

	Patient Signature:
	
	Date Signed:
	

	

	THIS AUTHORIZATION EXPIRES ONE YEAR FROM THE DATE IT IS SIGNED.


