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Authorization to Release Confidential Information to Family/Significant Others
RE:  







DOB:  


CLIENT#:  



I hereby request and authorize {NAME OF AGENCY} to verbally release information regarding myself to the individuals listed below.  I understand that the purpose of this release is to provide communication between my provider(s) at {NAME OF AGENCY} and the person(s) listed below.  This information exchange is intended to aid and support my treatment. 


I hereby request and authorize you to release the information indicated below to the following individuals:  

Name:
 






Relationship:




Address: 






Phone:
 (
)



Name:







Relationship:




Address: 






Phone:
(
)



You have my permission to verbally discuss the following information:


 Diagnosis






 Scheduled appointments


 Medications and side-effects




 Treatment/Service plan


 Name of treatment program(s)




 Discharge plan


 Name of case manager





 Progress and obstacles to progress


 Name of therapist





 Other


 You have my permission to invite the above-named individual to participate in treatment team meetings.


I understand that this gives my consent for the verbal release of information to the individual(s) listed above.   

This form will remain in effect for one year.

I have been given a copy of this form:


Expiration date:  




(
Accepted
(
Declined








Verbal authorization requires two (2) witness signatures.

Consumer’s Signature


Date


  Verbal authorization given by consumer.





Legal Guardian’s Signature

Date

Witness #1 Signature


Date

(if applicable)

Designated Provider


Date

Witness #2 Signature


Date

THIS CONSENT MAY BE REVOKED AT ANY TIME IN WRITING.



  Release of information declined.








               Release of information revoked.

Consumer’s Signature


Date


 Copy sent to designated family member

Date: 





 Reviewed with client



Date: 





Source:  Marshall, T. and Farmer, P. (2002) Confidentiality Intervention: Effects on Provider-Consumer-Family Collaboration. Full article available from � HYPERLINK "http://rsw.sagepub.com/cgi/reprint/14/1/3" ��http://rsw.sagepub.com/cgi/reprint/14/1/3�.  Consent form available from first author.














