AUTHORIZATION FOR RELEASE OF INFORMATION - PG.2

CONSENT OF A MINOR: A minor client's signature (ages 13 to17) is required in order to release
information concerning care for behavioral/mental health conditions and/or alcobol drug abuse issues. A
minor client's signature (ages 14 t017) is required in order to release information concerning care for
conditions relating to the minor's sexuality including, but not limited to HIV/AIDS, contraception,
pregnancy and/or termination, sterilization and sexually transmitted diseases.

A COPY OR FAX SHALL BE CONSIDERED VALID IN LIEU OF ORIGINAL.
I understand this disclosure may include mental health/psychiatric information. Checkmark the type of

information to be disclosed (include dates when appropriate - limit request to the least information
necessary for your purpose, we do not send "all").

Purpose of Disclosure: Treatment planning and continuity of care OR

Psychiatric Diagnostic - Intake Evaluation __ Psychosocial History

Medical - Psychological Testing Results School Records

Progress Notes . Drug/alcohol information ___
HIV - AIDS - STD information L Termination - Treatment Summary _
Other (be specific)

Client's Signature: Date:
Parent/* Guardian/*Legal Representative: ' _ Date:
(*must have a copy of court appointment or power of attorney in the chart)

Witness (if client signs with an "X"): | Date:
Renewal Signature: Date:

Witness (if client sigas with an "X"): | Date:




