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December 3, 2009 


True North Counseling & Consultation, LLC

15 12th Street, Suite 212/212a

907-650-7292
REQUEST FOR RELEASE OF CONFIDENTIAL INFORMATION

1. I, _______________________, authorize the release of any information that may be considered useful in providing effective and collaborative treatment for ________________________________(client’s name, and relationship to client).
To and From: 

True North Counseling & Consultation, LLC  Therapist: ___________________________ 

15 12th Street, Suite 212/212a

Petersburg, AK 99833

907-650-7292  
___________________________]

___________________________
___________________________

Specific information to be released:_____________________________________________

Specific purpose for which information is required:_________________________________

_________________________________________________________________________

I understand that this information may be disclosed verbally or in writing.  I also understand that my records are not subject to further disclosure without written permission.  Further, I understand that I may revoke my consent at any time, except to the extent that the information has already been released prior to a request of revocation.  The request to revoke consent must be submitted in writing.

Consent shall remain in effect 1yr from the date of this form or stated as follows: 

_________________________________                                   ___________________
Client Signature






Date

_________________________________


___________________

Parent or Legal Guardian





Date

_________________________________


___________________

Witness                                                     



Date








