Clinical Counseling Group

4829 Munson Street NW Canton, Ohio 44718 – TELEPHONE: 330- 244‑9499 – FAX: 330-244-9499
RELEASE OF INFORMATION-

Client: 



DOB:   
1, hereby, give my consent for_                        _ __​​​_ to release information to _x_or obtain information from_x_ 

_______________              client:                                                                                   _________________________________

This information may be released in writing_x_, verbally_x_,and/or by electronic media x  (including designated texting line) _x_ & unencrypted email _x_. (Check all that apply)
Information to be Released/Requested:

_  Summary of Contacts(s)/Record(s) 

__Progress Notes 

_  Psychological Test Results/Evaluation

_  Medication(s) Prescribed

__Diagnosis 

__Appointment dates & times

__Emergency Room

__Discharge Summary/ Date 

__Other/Specify

__School records

_  Recommendations (court)

 X Information for billing & reimbursement, & scheduling appointments
This information is for the purpose of service coordination. It has been explained to me and I understand that information cannot be disclosed without my expressed written consent. I understand and acknowledge that this authorization extends to any or all of the record above, which may include treatment for mental health/psychiatric; drug or alcohol abuse; and/or Human Immunosuppressive Virus (H.1.V.)/Acquired Immune Deficiency Syndrome (AIDS); and other infectious disease(s) test results or diagnosis. Consent of this release expires at the end of treatment from date of signature unless otherwise specified. A photocopy of this Release of Information is as valid as the original.

Signed: ________________________

Since service is expected to exceed 90 days, I give permission for this

release to extend to length of treatment. Client or Guardian initial here___

Relationship (if other than client):____________ 

Date:___________________

Therapist:​​​                                                         ,  

Signed: ______________________

Client or parent/legal guardian may revoke this agreement at any time except to the extent that action has already been taken, by providing written notification to_____________________.

I, hereby, revoke consent of this agreement:__ Signed:_______________________Date: _________________

Relationship (if other than client):______________________
