Authorization for the Exchange of Information

I hereby authorize the exchange of medical, psychiatric, psychological, educational, and/or drug and alcohol information between Geoff Genser, LCSW, LLC and:

________________________________________________________________________

[image: image1.wmf] 

Agency/Contact Person


Address



City

This information exchange is for the purposes of furthering the progress of myself and/or the child or children listed below: 

___________________________________________________

Client

 


D.O.B.








___________________________________________________

Child 




D.O.B.

___________________________________________________

Child




D.O.B.

___________________________________________________

Child 




D.O.B.

____________________________________________________________________

Signature of Client, Parent or Guardian



            Date

____________________________________________________________________

Signature of Clinician





Date

Contact Information: 
Geoff Genser, LCSW   




15 N Main Street




West Hartford, CT 06107




Tel: 860-570-0877
Fax: 860-264-4737
The confidentiality of this record is required under the Connecticut General Statutes.  This material shall not be transmitted to anyone without written consent or other authorization, as provided in the aforementioned statutes.  This authorization may be revoked by me at any time, except to the extent that action has been taken in reliance thereon.  This authorization, unless expressly revoked earlier, expires upon termination of the case with Geoff Genser, LCSW. 

© Geoff Genser, LCSW, LLC 2004
