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North Suburban Center for Anxiety, LLC
Specializing in the treatment of anxiety, OCD, and related disorders

Authorization for Release of Mental Health Information

Client Information 
Name _____________________________                Date of Birth_________________________ 
Home address _________________________________________________________________ Zip_________________ 
Phone: (Work)________________ (Home)__________________ (Cell)____________________

I request and authorize the North Suburban Center for Anxiety, LLC and its associates to disclose and release information via phone and fax to the following: 

Name_____________________________________Company___________________________ Address_______________________________________________________________________
Phone: ____________________Fax: ____________________  Other:_____________________

The nature of the information to be disclosed includes:
⬜ Any and all clinical information 
⬜ Intake/assessment
⬜ Dates of treatment 
⬜ Progress notes 
⬜ Discharge summary 
⬜ Other _______________________________ 

Information is being released for the purpose of: 
⬜ Treatment coordination/planning
⬜ Other: ___________________________________________________

This authorization expires on ___/___/______. 
⬜ It has been explained to me that my refusal to consent to this release of authorization will	result in the following: INFORMATION WILL NOT BE DISCLOSED/OBTAINED
⬜ I understand that I have a right to inspect and copy the information to be disclosed. 
[bookmark: _GoBack]⬜ I understand that I may revoke this consent at any time by giving written notice, except to the extent that the North Suburban Center for Anxiety, LLC has already taken action in reliance on it. 

___________________________________________________ 	__________________________ 
Client’s signature (age 12 and older) 		Date 

___________________________________________________ 	__________________________ 
Parent/guardian of minor			Date 

___________________________________________________ 	__________________________ 
Witness signature				Date
