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4255 Harlem Road   ·   Amherst, NY  14226
[bookmark: _GoBack]Phone:  (716) 245-4415 / Fax:  (716) 328-1768

CONSENT FOR RELEASE AND EXCHANGE OF CONFIDENTIAL INFORMATION

Client Name:________________________________________  DOB:_______________

Client Address:  __________________________________________________________

I authorize ______________________________________________________________ 
from Supportive Solutions Mental Health Counseling, PLLC at 4255 Harlem Rd. Amherst, NY 
14226 to obtain from and/or release information to:

________________________________________________________________________
Name of Person 						Organization or Institution

________________________________________________________________________
Address 							City/State/Zip Code

________________________________________________________________________
Phone Number 						Email Address

The following information is authorized to be shared:

____   Verbal Exchange/Phone 			____   Psychological Evaluation
____   Email Exchange  				____   Treatment Planning
____   Neurological Evaluation  			____   Case Impressions/Diagnosis
____   Psychiatric Evaluation 			____   General progress in treatment
____   Teacher's Report  				____   Other Information
						________________________

Specific directions if applicable: ______________________________________________

________________________________________________________________________

Purpose for release of information:_____________Coordinate Care__________________

Effective Date of Authorization:_______________________________________________


Authorization and Signature:  
I authorize the release of my confidential protected health information, as described in my directions above.  I understand that this authorization is voluntary, that the information to be disclosed is protected by law, and the use/disclosure is to be made to conform to my directions.  The information that is used and/or disclosed pursuant to this authorization may be re-disclosed by the recipient unless the recipient is covered by state laws that limit the use and/or disclosure of my confidential protected health information. I understand that to revoke this authorization I must put the request in writing and deliver to Supportive Solutions Counseling at 4255 Harlem Road, Amherst, New York 14226.  This authorization will expire 30 days after the termination of treatment.


________________________________________________________________________
Patient Signature 								Date

________________________________________________________________________
Parent/Guardian Signature (if patient is under 18 years old) 			Date

________________________________________________________________________
Witness / Therapist							Date
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