AUTHORIZATION TO RELEASE CONFIDENTIAL INFORMATION
Client Name: __________________________________________________  DOB: __________________
Address: _____________________________________________________________________________
Dates Effective: ______________ to ______________ (expires in one year if no end date is specified)

I hereby authorize Natalie L. Hill, LICSW to: (please check)
☐ release information to, ☐ request information from, or ☐ share information with (two-way)
Name: _________________________________________ Relationship to client: ___________________
Agency: _________________________________________  Phone: ____________  Fax: _____________ 
Address: _____________________________________________________________________________

For the purpose of: (please check)
☐ Evaluation/Assessment       ☐ Coordination of Ongoing Treatment      ☐ Telephone Consultation
☐ Other: _____________________________________________________________________________      
Information to be released/requested: (please check)
☐ Hospital Discharge Summaries    ☒ Academic Testing   ☐ Medical Evaluation and Treatment Records   
☐ Hospital Records   ☐ Psychiatric/Psychoparmacological Evaluation and Treatment Records
☐ Physical Exam Results  ☐ Laboratory Reports  ☐ Mental Health Evaluation & Treatment Records      
☐  Other (please indicate): ______________________________________________________________
[bookmark: _GoBack]
I have carefully read and understood the above statements and do expressly and voluntarily consent to disclosure of the above information and/or medical records to/by those persons/agencies named above. I understand that this information may be protected by Federal Regulation 42 CFR, Part 2. I understand that my protected health information used or disclosed pursuant to this authorization may or may not be subject to re-disclosure by the recipient. I understand that this consent is subject to revocation at any time except after the information has already been released and will expire one year from the date signed. 

________________________________________________                                 	___________________
Signature of Patient 								Date
________________________________________________			___________________
Signature of Parent or Guardian 						Date

The information to be disclosed includes confidential information as initialed below: (please check)
☐ Psychiatric Information ☐ Substance Abuse Information ☐ STD Information ☐ HIV Information
