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Identification of parties:
By signing below, I authorize Robert VanTreeck Jr., ma, lcpc, to exchange Protected Health Information (confidential material) regarding myself with the following person(s):

Name/ Relationship (Title/ Institution)

Name/ Relationship (Title/ Institution)

Information:
The purpose for release is to facilitate case management, treatment planning, coordination of services, and/ or third-party reimbursement.  The type of Protected Health Information to be exchanged includes the following: 

(
case history
(
clinical/ personal perceptions
(
DSM-IV diagnosis


(
specific documents:





(
other information:





Provisions:

In signing this form, I understand the following provisions:

(
All information will be handled confidentially, and will not be re-disclosed.

(
This authorization will remain valid for one year from the date of signing, or up to 90 days from the consent date for one-time releases of information.  

(
I have the right to revoke this consent at any time except to the extent that action has already been taken. 

(
Failure to consent to release Protected Health Information will prevent disclosure of such information.  

Client Consent:

I understand and agree to the terms for release of my Protected Health Information as stated above.

Client Signature

Date

Printed name 
Rev: 12-08


