1412 HyVue Street
Adel, IA 50003
Phone: (515) 231-3918
Fax: (515) 993-1093

E-Mail- michelle@michelleroling.com
SHARING IS HEALING
Consent for Release Of Confidential Information







           RELEASE TO:

	Client:
	
	Name:
	

	Date of Birth:
	
	Address:
	

	
	
	
	

	
	
	Phone:
	                                          Fax:


I authorize Sharing is Healing to release to the above named person or institution:

	
	Psychological Testing
	
	Assessment/Diagnosis
	
	Summary of Symptoms 

	
	Progress Report
	
	Social History
	
	Impact on Functioning

	
	Termination Summary
	
	Attendance at Counseling
	
	Recommendations

	
	Other________________________________________________________
	
	Other_____________________


I authorize the above named person or institution to release Sharing is Healing:

	
	Assessment/Diagnosis
	
	Current Behaviors
	
	Progress Report

	
	Medical Information
	
	Academic/work  Plans/Progress
	
	Termination Summary

	
	Medication Regime
	
	Social History
	
	Psychological Testing

	
	Other________________________________________________________
	
	Other_____________________


The purpose of this disclosure is:

	
	Coordination of Care
	
	Documentation for ______________

	
	Referral for Outside Services
	
	Other:_________________________________

	
	Assist in Assessment
	
	Other__________________________________


	Please direct all information released to :
	Michelle Roling, M.Ed., LMHC, NCC

	
	


I understand that I may revoke this release at any time, otherwise, this release will automatically expire 

one year from the date of signature, except as specified:  __________________ 









           (Date or Event)

Sharing is Healing cannot guarantee the confidentiality of documents transmitted by fax or email. Do you consent to information to be transmitted by:  Fax  ( Yes    ( No

Email  ( Yes    ( No

SPECIFIC AUTHORIZATION FOR RELEASE OF INFORMATION PROTECTED BY STATE OR FEDERAL LAW.

            I specifically authorize the release of information relating to:





         No information released under
Substance Abuse  (alcohol/drug abuse)
( Yes    ( No


this authorization may be
Mental Health  (includes psychological testing)
( Yes    ( No


redisclosed without the written
HIV-Related Information (AIDS related testing)
( Yes    ( No


permission of the client.
________________________________________________________

_______________________

Client Signature                                                                                                                           Date

________________________________________________________

_______________________

Witness Signature                                                                                                                        Date

