RECOVERY THERAPY CENTER

Carolyn Kuchel, LPC

Warwick Ave.

Fairfax, Virginia  22030

(tele)  703-627-6659  Carolyn@carolynkuchel.com 


Authorization to Release Information

This consent shall expire twelve (12) months from the date it was signed.  It may be revoked at any time except when action has already been taken to obtain information.

I, __________________________________________, hereby authorize Carolyn E. Kuchel, MS.,

LPC  at Recovery Therapy Center, to:

(Check as is appropriate to the purpose of this release)

(  )
release information contained in my client records to the individual or organization listed below

(  )
request information from the individual or organization listed below

1.
Name of person or organization:  __________________________________                            


Address:  _____________________________________________________


Telephone/Fax #:  ______________________________________________

2.
Specific type of information to be disclosed:  _________________________

3.
For exchange of information to coordinate treatment planning.

4.
Without expressed revocation, this consent expires: ________________________








      (not to exceed one year from signature date)

____________________________________________                    __________________

Client Signature







Date
____________________________________________

__________________

Client Signature







Date

____________________________________________

__________________

Witness Signature







Date
Release sent to:  _______________________________

__________________










Telephone



   _______________________________

__________________










Fax Number



   _______________________________

revised 3/10

