Authorization to Exchange Confidential Information

Client:  

Date of birth:      
I hereby authorize Rachael Vaughan MFT # 50730 to exchange confidential information regarding my treatment (or the treatment of the client) with the following person or agency: 

Contact Information: 

This authorization permits the exchange of the following information: (initial the ones to which you agree. Everyone signing should initial.): 

____ Any and All Information Necessary 
____ Diagnosis

____ Treatment Plan

____ Prognosis 
____ Progress to Date
____ Clinical Test Results
____ Dates of Treatment 
____ Client Records
____ Summary of Treatment
____ Educational Records
____ Other ________________________________________________________

Solely for the purpose of ______________________________________________

_______________________________________________________, and not for any other purpose.

I understand that I have a right to receive a copy of this authorization. I also understand that any cancellation or modification of this authorization must be in writing. 

This authorization shall remain valid for one year or until: __________________







Expiration Date

Client (if client is 12 or older) ___________________________     ________________




Signature

Date

Parent or Guardian, if client is under 18:

_____________________   _________________   ______________   _______________
Printed Name

Relationship
  
 Signature
Date


