' 260 S 1st St Suite 2, Zionsville, IN 46077
Ph: 317-498-5751

Fax: 317-204-7666

Consent for Release of Confidential Information

Name Date of Birth

Street Address City State Zip Code

authorize

to release information to

This authorization will cover only those records selected or written and the dates specified.

Diagnosis Psychiatric Evaluation Recommendations
Medication Psychological Records Results and Testing

Social History Medical Records School History & Records
Progress and Treatment Reason for Termination Psychotherapy Notes
Other

Dates Specified

This authorization is being signed for the purpose of

| understand that my records are protected under Federal and State Confidentiality Regulations
and cannot be disclosed without my written consent unless otherwise provided in the regulations.
This consent will terminate upon

Date, Event, Condition

| understand | may revoke this consent at any time.

Client Signature Date Signed

Parent or Guardian Signature Date Signed

Witness Signature Date Signed



