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www.EMHcounseling.com                                                         Post Office Box 1466, Lillington NC 27546
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Authorization to Release and Obtain Information

I, ____________________________________________authorize and request that_________________________________,

                    (Clients name or Guardians name)                                                         (Counselors name)

from EMH Counseling, exchange confidential information about clinical treatments; education information; medical information and/or any specified information concerning:  

__________________________________________  with the following professional:

                            (Clients name)

Name: ____________________________________________________Title:_________________________________________

Organization:___________________________________Phone: ______________________Fax:________________________

Address: _______________________________________________________________________________________________

Email address:__________________________________________________________________________________________
I am requesting EMH Counseling to exchange information for the following reasons:_______________________________________________________________________

“At the request of the individual” is all that is required if you are a client and you do not desire to state a specific purpose.

This authorization shall remain in effect for one year unless specified differently :________________________________

I have the right to revoke this authorization, in writing, at any time by sending such written notification to EMH Counseling.  I understand that EMH Counseling generally may not condition psychological services upon my signing an authorization.  I understand that information used or disclosed pursuant to the authorization may be subject to redisclosure by the recipient of the information and no longer protected by the HIPAA Privacy Rule.  If a personal representative of the client signs the authorization, a description of such representative's authority to act for the client must be provided.

_______________________________________________
 _______________________________________
   __________

Client Signature



                Print Name
                                              Date

_______________________________________________
 _______________________________________
   __________

Guardian Signature

                              Print Name
                                              Date

_______________________________________________   _______________________________________    __________

Counselor Signature


                Print Name
                                               Date







