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Changes Counseling, LLC

Individual, Couple, Youth and Family Counseling
604 N. Main St., Rochelle, IL, & 121 S. 4th St., Oregon, IL

Phone: 815-501-2088  Fax: 815-562-2088

Authorization to Release Personal Health Information

I, ________________________________ hereby authorize Changes Counseling, LLC to 
    (Client, Parent, Guardian, Power of Attorney) 

exchange/release information regarding: _____________________________________________

                                                                  (Client)                                                                                              (DOB)

_____________________________________________________________________________________
                                                                                       (Specific Dates or Information to Disclose)
To: __________________________________________________________________________
(Person, Agency)
(Phone)

(Fax)

_____________________________________________________________________________________________________________________

(Street)                             
 (City)
(State)

(Zip)

The following items must be checked and initialed to be included in the use/disclosure of other health information:

      _____ Mental Health Information – Registration & Billing Information

      _____ Psychotherapy Notes – Clinical Notes /Documentation of an Interactive Session

      _____ Drug/Alcohol Diagnosis & Referral Information

The purpose of such disclosure:
___ Coordination with other Health Professional
 ___ Therapist Transition

___ Billing, Payment, and Financial Matters
             ___ Consultation, Advice, and                         
                                                                         representation regarding condition/needs
Other: _______________________________________________________________________

This consent is valid until (calendar date): ___________________________________________
I understand that I have the right to inspect and copy the information to be disclosed and may revoke this authorization at any time. Any such revocation will not affect materials disclosed prior to the revocation. The above named person authorized to receive this information may use the information only for the purposed outlined above and may not redisclose it without my written authorization.
Signature (of Minor 12-17 y/o): _________________________________________________________
Signature (of Adult or Parent of Minor): ___________________________________________________
Date: _____________________
Witness: __________________________________________________ Date: __________________
___________________________________________________________________________

Revocation of Authorization 
The undersigned hereby revokes the following authorization for disclosure:
Date of Revocation:  ________________ Signature: _______________________________________________

Print Name: _____________________________________________________________ 
Witness Signature: ________________________________________________ Date: _____________________
Authorized Agent (Power of Attorney Attached): __________________________________________________

