The following form gives me permission to confer on your behalf with previous therapists, doctors or other professionals who might be able to help me with continuity of care and treatment issues. If you wish to add names of contacts at this time you may do so. If not, this can also be considered at a later time. I cannot release any information without your written consent, except in circumstances including harm to self or others or abuse of a child.

.

Release of Information

I authorize Tally Tripp MA, MSW, LICSW, ATR-BC  to release or receive the following information:

(check all that apply)

Medical records
   (
Psychological evaluations
   (
School records
   (
Verbal treatment summary    (
Written treatment summary   (
for the purpose of:

 ​​​​​​​​​​​​​____continuity in treatment care   and/or ____ assessment and treatment planning  ____ other  _________________________________________

From/to the following:

Name                                                                                 phone #

Name                                                                                 phone #

Name                                                                                 phone #

Name                                                                                 phone #

I understand that this consent is subject to written revocation at any time.

Signed: _______________________________________

Date: _________________________________________
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