
Counseling Services

AUTHORIZATION FOR RELEASE OF INFORMATION


Name ___________________________________________________ Date of Birth__________________ 
Address _________________________________________________ Phone # _____________________
City __________________________________________ State ___________ Zip Code _______________

AUTHORIZED TO RELEASE INFORMATION:

Name / Agency ______________________________________ Phone # ___________________________
Address ______________________________________________________________________________
[bookmark: _GoBack]City ___________________________________________ State ___________ Zip Code ______________

AUTHORIZED TO RECEIVE INFORMATION:

Name / Agency _________________________________________ Phone # ________________________
Address ______________________________________________________________________________
City __________________________________________ State ___________ Zip Code _______________

INFORMATION TO BE DISCLOSED:
[image: ]

Redwood Campus        4600 South Redwood Road, STC035, SLC, UT 84123      (801) 957-4268 (office)   (801) 957-4341 (fax)
Jordan Campus            3491 W 9000 S West Jordan, PAV202, UT  84088             (801) 957-6211 (office)  (801) 957-6352 (fax)
South City Campus      1575 S State Street Salt Lake City, 1-143, UT  84115        (801) 957-3323 (office)  (801) 957-3343 (fax)

· All Mental Health Records 
· Intake Report
· Assessments / Diagnosis
· Progress Notes


· Medication Information 
· Two-Way Communication
· ________________________________________________________________


PURPOSE OF DISCLOSURE: ____________________________________________________________

REVOCATION: This authorization for release of information is specifically limited to the information indicated above and is subject to revocation in writing at any time. Revocation will not apply to information that has already been released in response to this authorization.

EXPIRATION: Unless otherwise revoked, this authorization will expire on the following date, event, or condition. If I fail to specify an expiration date, event or condition, this authorization will expire 90 days from the date signed.

Date _____________________   Event or Condition   _________________________________________

SIGNATURE: I understand that authorizing the disclosure of this information is voluntary. I can refuse to sign this authorization. I need not sign this form in order to ensure treatment.

Client Signature __________________________________________________ Date _________________

CHC Staff / Witness Signature ______________________________________  Date _________________
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