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Release of Information Authorization 
I authorize release of information for (client) _______________________ to:
Name (Counselor)___________________________________Phone____________________________
Address______________________________________________________________________________
Client Name _________________________________ DOB_____________________
The following information is requested or authorized for release:
Psychological test Data or report
Educational test or report
Progress notes/Treatment notes
Psychiatric Evaluation
Grades and Discipline History
Medical Background/Status
For the purpose of:  Assisting with the treatment plan
I understand that this authorization may be revoked by me in writing at any time. 
This authorization will expire:______________________.
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Signature of client or guardian___________________________________________Date_____________
Signature of client or guardian___________________________________________Date_____________
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