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Comprehensive Authorization to Release/Receive Information

	Client Name:
	     
	Date of Birth:
	     

	Social Security #:
	     
	DJJID or UM #:
	     


This authorizes the Village Counseling Center, Staff and Independent Practitioners to release and/or receive general medical, psychiatric/psychological, assessment and/or school information from my client records in accordance with Florida Statues and Federal Administrative Rules and Regulations.  The Village Counseling Center, Staff and Independent Practitioners are all released from any legal liability that may arise from the release/receipt of the information requested.

Agencies and parties to and from authorization pertain: (Please mark/check all boxes that apply)
	 FORMCHECKBOX 

	Department of Children and Families   
	
	 FORMCHECKBOX 

	Partnership for Strong Families

	 FORMCHECKBOX 

	Department of Juvenile Justice
	
	 FORMCHECKBOX 

	Public Defender’s Office

	 FORMCHECKBOX 

	Guardian ad Litem Program
	
	 FORMCHECKBOX 

	Shands HealthCare/Hospital 

	 FORMCHECKBOX 

	Meridian Behavioral Healthcare, Inc.
	
	 FORMCHECKBOX 

	Office of the State Attorney

	 FORMCHECKBOX 

	Counselor (s):   
	       

	 FORMCHECKBOX 

	Extended Family Members:   
	       

	 FORMCHECKBOX 

	Foster Parents:    
	       

	 FORMCHECKBOX 

	Non-Relative Placement:
	       

	 FORMCHECKBOX 

	Physician:     
	       

	 FORMCHECKBOX 

	School (s):    
	       

	 FORMCHECKBOX 

	OTHER:
	       


Information to be released is as follows:  (Please mark all that apply)
	 FORMCHECKBOX 

	History, Physical, Lab Work
	
	 FORMCHECKBOX 

	School Records and/or Behavioral Reports

	 FORMCHECKBOX 

	Legal/Court Records
	
	 FORMCHECKBOX 

	Social History

	 FORMCHECKBOX 

	Psychiatric/Psychological Reports
	
	 FORMCHECKBOX 

	Treatment and/or Substance Abuse Records


The information released and/or received is to be used for assessment, treatment and consultation purposes only.  This authorization will be valid for 365 days from the date specified below or until the client identified above is discharged from treatment, whichever is latest.  I understand that I have the right to terminate this authorization at any time by sending a written statement indicating such to the Village Counseling Center, except to the extent that action has already been taken in accordance with the above authorization.  This authorization will be valid for all methods of communication (e.g., phone, fax, email, etc.). Prohibition on re-disclosure: This information has been disclosed to you from records whose confidentiality is protected by law.  
Any further release or re-disclosure is strictly prohibited.                                                                                                   (rev. 1-10)
	Client or Parent/Legal Guardian Signature

	
	Printed Name
	
	Date

	Witness
 Signature
	
	Witness Printed Name
	
	Date

































































________________________________________________________________

3601 SW 2nd Avenue, Suite Y   •   Gainesville,  FL   32607   •   Phone  (352)  373 - 8189   •   Fax  (352)  373 - 8190

[image: image1.png][image: image2.emf] 

 

 

V  

C    

C    

