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Consent to Request/Release Information
Client:
 ___________________________________        Date: ___/___/___

Date of Birth: ___/___/___



SS#       _____________

Student Counselor:________________________________________________
I, ___________________________________________________ hereby authorize the
                                      Client Name – Please Print
Talley Family Counseling Clinic to release to and/or request information from:
	Service Provider:
	

	Street Address:
	

	City / State / Zip:
	

	Telephone:
	


Type of information to be requested: released: ________________________________________________________________________________________________________________________________________________________________________________________

The purpose of this request/release is: ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
I understand that all requested / released information will remain confidential, and I further understand that this signed statement is valid for ninety (90) days from the date of my signature.  I also understand that I may withdraw my consent at any time in writing.

Client’s Signature / Date
______________________________

Parent or Guardian’s Signature / Date________________________________
(if client is a minor)

Staff Member’s Signature / Date__________________________________
