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Authorization to Release Information
I authorize the release of information regarding  Client Name_______________________________________________, to Cindy R. Richman, L.P.C. of  Family Ties Counseling, Inc.   Information may be 


(circle all that apply)           released         received          to/from the following:
Name:


Agency/Organization:


Address:


City/State/Zip:


Please check the information to be released:

(  Diagnosis
(  Progress notes/summary
(  Educational records
(  Discharge summary

(  Psychological test results
(  Medical records

(  Intake summary
(  Consultation regarding treatment

(  Financial information for the purposes
(  Other:

     of billing and payment.


Unless otherwise indicated, this authorization expires one year from the date indicated below.  The authorization can be withdrawn at any time by verbal request from the client and/or parent or guardian.
Date of expiration:______________________________

Client Signature:

Date:


Parent/Guardian Signature (if applicable):



Witness:



Notice To The Recipient Of This Information:  This information has been disclosed to you from records which are protected by federal and state laws regarding confidentiality.  These laws prohibit you from making any further disclosure of this information without specific written consent of the person to whom it pertains, or as otherwise permitted by law.  
Cindy R. Richman, M.A., L.P.C.


10 Boulder Crescent Street STE 102H


Colorado Springs, CO  80903


(719) 477-0550 Office (719) 471-7840 Fax








