Rebecca Jarrell, MA, LPC

Licensed Professional Counselor

CONSENT FOR RELEASE OF CONFIDENTIAL CLIENT INFORMATION
This consent authorizes  __________________________________________________
                                            __________________________________________________

                                            __________________________________________________

                                             Name/mailing address/phone number

to exchange information on _______________________________________________
                                                  Client Name
                                                 ________/________/________

                                                  Date of Birth                                                                                                                       
From/To:                                 Rebecca Jarrell, MA, LPC
                                                   832-202-4407 cell




   832-202-0175 fax
                                                   rjarrell@jarrellcounseling.com
for the purpose of ___ insurance claim ___continued care by another physician or

health care provider ___ treatment planning ___assessment ___continuity of care

___ other ______________________________________________________________.

The information to be disclosed:

___ Discharge summary     ___ Progress Notes     ___ Psychiatric history

___ Social History                ___ Treatment Plan     ___ Admission Notes

___ Psychological Testing   ___ Physician Orders

I understand that I may revoke this consent at any time except to the extent that action has already been taken.

To the receiving party of this information – this information has been disclosed to you for the sole purpose stated in the consent and any other use of this information without expressed written consent of the client is prohibited.  These records may be protected by Federal Regulation (42 CFR Part 2).

_________________________________________                                   ___ /___ /___ Parent or Client Signature                                                                                                                                  Date

______________________________________________________________                                                   ___ / ___ / ___
Parent/Guardian/ or Authorized Representative                                                                                       Date

__________________________________________                                 ___ / ___ / ___

Witness Signature with Title                                                                                                                             Date
Humble, TX  77346

Phone: 832-202-4407   Fax:  832-202-0175
www.jarrellcounseling.com


