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Consent to Release Confidential Information
I, _____________________________________________________, born _________________,

do hereby consent and authorize  (LeBlanc Consulting) to release any information pertaining to me to the agencies/persons indicated below, and I also authorize the indicated sources to release information/documentation regarding my case to (LeBlanc Consulting) I further declare that I have no reason to believe that the release of this information to the authorized person or agency named below may result in physical or emotional harm to the child(ren) involved in this case: 

· Department of Children and Families or CPS (name)________________________________


· School or Childcare Provider _______________________________________

· Attorney _______________________________________________________

· Mental Health Agency/Professional __________________________________

· Physician or Medical Facility _______________________________________

· Community Agency (name)_________________________________________

· Other: _________________________________________________________

BE SPECIFIC IN FILLING OUT THE AGENCY NAMES ABOVE

The duration of this authorization is until:

· Six months from the date of my case’s discharge from the Program

· One year from the date of my case’s discharge from the Program 

· Resolution of billing for Program services.

· Other: _________________________________________________________

I understand that I may revoke this consent at any time before the expiration date, I must submit a written notification or revocation to (LeBlanc Consulting).

In the interest of protecting your personal information, (LeBlanc Consulting) encourages you to complete the information requested below. Please provide a copy of this form to your authorized person or agency so they have the information necessary to conduct business on your behalf. A photocopy of this authorization is to be considered as valid as the original document. If we are unable to identify you or your authorized person or agency from the information provided we may need to contact you.
________________________________________________
________________________

Client Signature






Date





________________________________________________
________________________

Parent/Legal Guardian Signature (if required)


Date

________________________________________________
________________________

Witness Signature






Date

A listing of specific Information which may be disclosed in special cases:

(Check all that apply)

· Presence in therapy/treatment/intervention/contact/visits (admit/discharge date)

· Complete or summary Medical Record

· Brief Description of Medication History

· Admission Psychiatric Assessment 

· Information Necessary for the Processing and Payment of Program/Facility Billing

· Other: _____________________________________________________________

A listing of why this information is needed – e.g.  for the following purposes:

(Check all that apply)

· Provide ongoing treatment/continuing care

· Obtain insurance/employment/government benefits

· Provide educational services (e.g. parent education)

· Coordinate services with authorized officials

· Coordinate program intervention efforts with my family/significant other/concerned person

· To judges, attorneys, probation/parole officers, to support my reunification goals under Title 17 Statutes

· Other: ______________________________________________________________
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