Jessie M. Sell, LMFT
__________________________________________________________________________________

Authorization to Release Confidential Information


I, (Client Name) _______________________________ DOB ________________, hereby authorize the 
 (
(
name
)
(
title
)
(
agency
)
(
address
)
(
city
, state, zip code)
(
phone
 number)
)release and exchange of confidential information  between the following two parties: (
Jessie M. Sell, LMFT 
                   
                               
3500 Westgate Dr. Suite 504-G                   AND
Durham, NC 27707
Phone 919-225-3478
Fax 919-323-4835
)

This authorization permits the release/exchange of the following information:
_____  Diagnosis					_____  Dates of Treatment
_____  Treatment Plan				             _____  Discharge Report(s)	
_____  Medication					_____  Prognosis
_____  Clinical / Psychological Test Results		_____  Other:  _________________________
_____  Medical Examination/Results			_____  Other:  _________________________
	
I authorize the exchange/release of information for the following purpose(s):
_____  Coordination of care between service providers 	             _____  Discharge planning
_____  Referral and continuity of care				_____  Treatment planning		
_____  Professional consultation 				_____	Other: ____________________

The specific uses and/or limitations on the types of information to be released/exchanged are as follows:  ________________________________________________________________________________________________________________________________________________________________________________________________________

This authorization is valid until:  ______________________________________________________.

My signature verifies that I have received a copy of this authorization, that I understand this authorization in its entirety, and that any modifications of this form must be in writing. I understand that the information to be released may include information regarding drug and alcohol abuse. In addition, information related to drug and alcohol abuse in my records is protected under federal regulations and cannot be released without my written consent unless otherwise provided in the 42 Code of Federal Regulations Part 2.

Print Name ___________________________________  		Relationship _________________________
           		(If signing for a minor)

Signature _________________________________________ 		Date				
