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Consent for the Release of Confidential Information


Instructions: This documentation is optional.  You may use this if you would like the provider to coordinate care to a psychiatrist, physician, facility/organization, family member, or friend.  Without this document, no information can be relayed to anyone else without your permission. 

You have the right to confidentiality in the counseling relationships as described in this section.

I must keep all details of our counseling relationship, including anything you tell me, in strict confidence, unless I have your expressed permission to inform or consult with someone else.  I may consult with colleagues for supervision with the understanding that I will not disclose your name or other identifiable information.  Confidentiality has a few exceptions:

· I must disclose information to a third part if I learn of any potential abuse or neglect of a child or elderly adult.
· If I learn you pose a threat or danger to yourself of any other person

· If you express intent to do something that seriously threatens the health or safety of someone else.
· If you express in writing for your information to be released to others.
· Or if disclosure is compelled by order of a court via subpoena.
I, __________________________________________________________, authorize Tiffanie Desmangles to receive
from/disclose to: ____________________________________________________________________________________
Phone number of person/organization:  __________________________________________________________
Person/Organization’s address: 
________________________________________________    __________________________
  __________  
________________
Street Address


    
City


                State

Zip
I understand this document will expire: 

[
]  Until revoked

[
] On this specific date: ________________
The following information (Client to initial areas of approval):

Evaluation Results

[
]
Notification of Discharge
[
]


Notification of Admission
[
]
Discharge Summary

[
]

Treatment Progress

[
]            Attendance


[
]

Interim Progress Report
[
]
Any and All Information
[
]

The purpose of disclosure authorized is for (client to initial areas of approval):

EAP Involvement 
[
]

Continuity of Care
[
]

Other_________________
[
]

_______________________________________________

________________________________________

Client Signature




Date
________________________________________________

________________________________________

Therapist Signature




Date
25 Executive drive, suite g

Lafayette, IN  47905

Phone: 765-237-2231

Email:  tdesmangles@innisfreecounseling.org


[image: image1.jpg]