GLENISE PARROTT, LCSW

8920 Lawyers Rd
Suite 23812
Charlotte, NC 28227
Tel: (704) 243-8773  Fax: (704) 870-3228  Email: gparrott@charlotte-therapist.com

AUTHORIZATION TO RELEASE OR EXCHANGE INFORMATION

Client Name _____________________________________     DOB ______________

I hereby give permission for Glenise Parrott, LCSW to obtain or disclose medical, psychiatric, psychological, alcohol and/or drug information or any other records of sensitive nature including psychotherapy notes to/from:

Name of Person or Agency ___________________________________________

Address ______________________________________________________________

Phone/Fax ___________________________________________________________

I understand the information is being exchanged for the purpose of:

_____ gathering information for assessment/establishing treatment plan

_____ acquiring and/or coordinating services

_____ collaboration for treatment

_____ other, explain __________________________________________________

I understand that per State and Federal Laws I may revoke this authorization at any time except to the extent that action has been taken in reliance upon it.

Release expires one year from date signed.

Prohibition of Re-disclosure: This information has been disclosed to you for records whose confidentiality is protected by Federal Law. Federal Regulation (42CFR) prohibits you from any further disclosure of this information except with the written consent of the person to whom it pertains.

A fax of this signed document may be accepted in lieu of the original.

Signed ____________________________________                   Date ________________________

Print Name _________________________________ Relationship to Client __________________


