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Authorization to Release Information 

For Family or Couples Counseling
The undersigned individuals hereby authorize Cindy R. Richman, L.P.C. of Family Ties Counseling, Inc. to release and receive information to and from one another in the scope of family and/or couples counseling.  We understand that there are limitations to the sharing of information between a parent and child and that a parent’s information may or may not be held confidential from a child.  
There are certain limitations to the sharing of information within the scope of family and/or couples counseling and are as follows:

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  The authorization can be withdrawn at any time by verbal request from the client and/or parent or guardian.
Client Signature:

Date:


Client Signature:

Date:


Client Signature:

Date:


Client Signature:

Date:


Client Signature:

Date:


Parent/Guardian Signature:

Date:


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
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