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Authorization to Release Information

I, ______________________________, do hereby authorize the release of the following records and information to  Shawntel Tucker, of [Family Resource Network], and any of the staff at [Family Resource Network] 


1. Medical: All Medical information including all medical, psychological and psychiatric histories, treatments, tests and related matter pertaining to myself and the above-named child(ren).


2. Educational: All educational records and other privileged educational information relating to myself and the above-named child(ren)


3. Criminal History: All of the delinquency records and information, including but not limited to all arrest records police reports, probation records, department of social services records and department of institution records concerning myself and the above-named child(ren).


4. General Information: Any other information which is requested concerning myself and the above-named parties.

This consent includes but is not limited to any and all information regarding my psychosocial history and data, diagnosis, medical treatment and records, psychological testing, educational information, court information, and any other relevant case information pertained to my case.  I understand the information to be disclosed may include past or present information regarding the following conditions: drugs and alcohol, medical issues and conditions, medication, diagnosis and behaviors and treatment.

I understand I may revoke this “consent to release information” at any time; however, I also understand that any release which has been made prior to my revocation, and which was made in reliance upon this authorization, shall not constitute a breach of my right to confidentiality.  I understand by releasing this information to other parties, it may not be protected by HIPPA regulations.  Re-disclosure of y personal information by those I hereby authorize to receive the above specified information should not be made without my prior consent.  I agree that Shawntel Tucker, LPC, is not responsible for others misuse and she cannot guarantee the confidentiality of the information once it’s released to another party.  I hereby release Shawntel Tucker, LPC form any liability which may result from furnishing the information requested as authorized in this release.  A fax or copy of this authorization will be valid as long as the original is still valid.  Unless I revoke this authorization prior to such time, this authorization to release information shall expire in 365 days for the date signed.
________________________________________________________________________

Client Signature                                                              DOB                                Date

(Parent or guardian if client is a minor) 

_____________________________________________

Signature to revoke                                                  Date
5360 N Academy Blvd Suite 130   Colorado Springs CO 80918
PH: 719.227.7477 FX: 719.227.7474
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