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	Request/ Authorization to Release Confidential Records and Information


	I hereby authorize Peg Adams, MA, LMFT to release

information, as indicated below, by my signature, and send to:

Name,  Address & Phone
_____________________________________________                                                                                               


	I hereby authorize & request that:

Name, Address, & Phone

_____________________________________________
Release their pertinent records to Peg Adams, MA, LMFT at the above address.



Client’s Name:  _____________________________________________________________________________ Date of Birth:   ________________________________ Social Security # _______________________________ Client’s Signature:  __________________________________________________________________________

The purpose(s) of information/records to be released are indicated below by the client’s initials:

_____ Further mental health evaluation/ treatment               _____ Treatment Planning                                  _____ Legal response

The explicit types(s)/forms(s) of information to be released are indicated by the client’s initials.

_____ Intakes and Discharge Summaries                                  _____ Developmental/ Psycho-socials                     _____ Mental Health Evaluations                                               _____ Progress Notes                                                                   _____ Phone Consultation
EMERGENCY CONTACT INFORMATION

In case of emergency, while I am in the office or on the premises of Peg Adams, LMFT, I authorize Peg to contact one of the following persons:
Name______________________________ Home #_________________Cell #______________________

Name______________________________ Home #_________________Cell #______________________

