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Authorization to Release Information
Name:  _____________________________________________
    Date:  __________________

This document authorizes Susan E. Folwell, LCSW, LICSW, LICSW-C to _______ receive, _______ release, _______ exchange information concerning _______________________________________ (client name/s) with the individual(s) named below:

________________________________________________________________________________________________________________________________________________
I authorize the information to be released for the following purposes:

__________ Treatment planning and coordination of care

__________ Safety planning, risk assessment, danger assessment

__________ Other _______________________________________________________

This consent is subject to revocation by me at any time except to the extent that action has already been taken in reliance herein, and, if not earlier revoked, it shall terminate 180 days after signature date (___-___-___) without revocation. 

I understand that information used or disclosed pursuant to the authorization may be subject to re- disclosure by the recipient of your information and no longer protected by the HIPAA Privacy Rule.  Information may be transferred in written or verbal form, or electronically.

I have read, or had read to me, the above, and understand the contents.

________________________________________________________________________

Signature of client








Date

_________________________________________________              ________________
Signature of parent or legal guardian for minor client

                  (Relationship)
