CONSENT REQUEST FOR CONFIDENTIAL HEALTH INFORMATION

Client Name: DOB:

requests the following information:

Clinical Assessment

Psychiatric Evaluation / Assessment

Admission / Discharge Summary

Treatment Plan

Diagnosis

Medication List

N

Otbher:

Request received via:
[ ]| Email

Telephone

Fax

In person (with case manager, clinician, physician, etc.)

L]

Mail

Reason for request (optional)

Client Signature: Date:

Consent to Release Information R.10.2023
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