GROUP THERAPY CENTER
AUTHORIZATION FOR RELEASE OF INFORMATION

Client Name: ____________________________________________________________
Date of Birth: ______________________ Social Security Number: _________________

I, ___________________________, hereby grant my permission for release of information relating to the 

treatment of ________________________________ to/from the Group Therapy Center and:

________________________________________________________________________

Name 

________________________________________________________________________

Address
______________________________

Phone Number

Information Released/Requested: (mark all that are appropriate)
 FORMCHECKBOX 
 Social History


 FORMCHECKBOX 
 Medical and Physical History

 FORMCHECKBOX 
 Psychological Testing

 FORMCHECKBOX 
 Progress Reports

 FORMCHECKBOX 
 Psychiatric Evaluation

 FORMCHECKBOX 
 Discharge Summary

 FORMCHECKBOX 
 School Records 

 FORMCHECKBOX 
 Court Records

 FORMCHECKBOX 
 Other (Specify) ________________

Please forward reports and the results of examinations to the address below.
I understand that this authorization may be revoked at any time in writing.  This authorization will remain in effect until case closure or within 180 days following discharge. Recipients of my information are forbidden from re-disclosure without my specific written authorization.  A facsimile copy of this release is considered equivalent to the original.

___________________________________

______________________________

Client Signature 




Date

\
___________________________________

______________________________

Witness 





Date

GROUP THERAPY CENTER

9505 Hull Street Road Suite B
North Chesterfield, Virginia 23236
804-852-4302
804-276-6376 (Fax)

