Supporting Healing Center
Authorization to Release and/or Exchange Information

____________________________________

(Name of Client)

____________________________________

(Date of Birth)

Facilities/Providers exchanging information:

Primary Care Physician:______________

Provider:__________________________
_________________________________

6801 Lake Worth Rd.  Suite 202________
_________________________________

Greenacres, FL  33467_______________
_________________________________

Office: 561-249-7335/ Fax: 561-328-7848
I/We,___________________________ , hereby authorize the above-named facilities to

exchange specific information concerning the above-named client.

This data shall include but is not limited to: observational, behavioral/emotional, health/medical, educational, social/developmental, diagnosis, and person-centered plan.

The purpose of exchanging this data shall be for facilitating counseling, consultation, and/or conducting an evaluation.

I/We understand that I/we may revoke this consent at any time, except to the extent that action based on this consent has been taken. This authorization is valid for one year from the date signed.

This authorization is fully understood and is made voluntarily on my/our part. A copy of this release shall have the same force and effect as the original.

_______________________________________

(Guardian/Client Signature)

_______________________________________

(Relationship to client)

_______________________________________

(Witness)

_______________________________________

(Date)
NOTICE TO RECEIVING FACILITY: You may not re-disclose any of this information unless the person who consented to this disclosure specifically consents to such re-disclosure.

