Douglas W. Pullin, LCSW, LPC, LLC
Counseling and T herapy

CONSENT FOR RELEASE OF INFORMATION
This form may not be altered once signed. It 15 intended to oversee onlythe release of
mformation between the parties described below.

Clhient name: Birthdate:

I authonize Douglas W. Pullin, LCSW, LPC fo
O Kelesse mformation to AND / OF

3 ERecerve mformation from

specific person of aZency addrass
()
Citw State Zip  phons mmber
I avthorize the releasze of the following infommation (initial zach tvpe avthonzed for rd eze):
__ Social reports ___ Results of court proceeding s (pther
Mhedical reports than expunged records)
— Medications used in treatment ___ HIV testing and treatment
~ School reports information (use separate page)
____ Psychological reports _ Assezzments
_ Psywhiatne reports _ Other—please specify

Treatment goals'progress

Information about dg and’'or
alechol uee (uze zeparate

The purpose or nead for the disclosure of information iz (imitial each as relevant)
Diagnosis/evaluation ___ Education planming

____ Treatment planning/ongoeing trimt _ Other—please specify
__ Coordmation of services

I understand that Thave the nght to cancel this consent for releaze of information at any
time except when the my tharapst has already taken action on it. If [ wazh to cancel this
consent, [ need to ask my therapist for mnstructions. Otherwise, this consent will end one
VEAT from the date ofmy agnature.

Client Bignature date

Parent'zuardian signature (reguired if client is vnder 13) date

Therapist signature date
i 1



