RELEASE OF INFORMATION
I, __________________________________, authorize that information may be released between Deborah B. Knoll, LCSW, and the following people, providers, and or agencies. I understand that the information exchanged is for treatment purposes only.

Name 




Address

Phone number

Name




Address

Phone number

Name 




Address

Phone number

I understand that if I have authorized the release of drug and/or alcohol information, the Federal Law (42 DFR, Part 2) protects the confidentiality of this information. I understand that if I have authorized the release of HIV/AIDS status, this information is protected from unauthorized disclosure as provided in Colorado Law (CRS 18-4-412).

AUTHORIZATION:  I certify that the request has been made voluntarily. I understand that I may revoke this authorization at any time by written notice to the above mentioned therapist, Deborah B. Knoll, LCSW, except to the extent that action has already been taken to comply with it. Without my written revocation this Authorization will expire one year from the date signed. I hereby release the above parties from liability that may result from furnishing this information. A copy of this authorization may be utilized with the same effectiveness as an original.

Signature








Date

Signature of parent/guardian for 





Date

client under 15 years of age
