CONSENT FOR RELEASE OF INFORMATION- General

Name of Client: .CUENLNAMIE oo ssssssss pos:Menthy...Ray..../..Xear......

Address....Complete.mailing. address.ingluding. City.. 28ate. ZIR.COME. ... eerrneesseessssssesesesssssssssssssssssees

1, CllentName ............................................ hereby authorize Penn Psychiatric Center/Collegeville Psychological Center
[ to Release information to: (] to Obtain Information from: Check all that apply
[ via verbal [ via fax [J via Phone [ via written

Name (Person, Agency, Medical Practice): Relationship to Client

Address: -lnf-o-@f--Per-soﬂ-e-r--E-n-t-i-t-y--te/fr@m-w-ho-m--iﬁf(@rma-tien--m-ay--be--re-leased

Phone: (.ccccevvcennes ) IO eeeerrer e ——— FAX: ) oo™ eeeeeeeeenessane et e s nn e e e annnen

ch all the specific
Ignore that. Fill this

Information to be released regarding treatment dates

FOM: <o Taday’s date........ : One.year.from today. ENTIRE box out now.
Psychiatric Evaluation Psychological Evaluation X
Psychosocial History Medications RS

At least one of
these items must
be checked

Communication and Treatment Plan
Medical History

Lab Reports

(01 11

Upon signing below, | consent to the disclosure of my protected Mental Health information as indicated above for the
specific purpose of Mental Health Treatment _ (Reason for Release/Obtain). Information to be released shall be

forwarded to the attention of Name of Person or Entityand/or Penn Psychiatric Center/Collegeville Psychological Center.
to/from whom information may be realased

| have been informed that | may revoke this authorization by written or verbal communication. | have also been informed of my right
(subject to Section 5100.3-39 of the regulations promulgated under the Mental Health Procedures Act of 1976) to inspect the information to be
released. Furthermore, | consent to the disclosure of information relating to my alcohol and/or drug dependency provided that disclosure is
limited, (pursuant to the Pennsylvania Drug and Alcohol Abuse Act of 1972) to medical personnel for the purpose of further treatment and
government or other officials for the purpose of obtaining benefits.

7,
This consent to release information is effective from: TOdayS date ... 0:..0ne year fromtOday
(not to exceed one year)
Client must sign Date of Signature:-........... Fillthisouttpo .

Signature of Client

Signature of

Signature of

(The Informati® -, Onfiderreem law prowe rs it pertains.
Redisclosure of this information is strictly prohibited and may be subject to civil liability
NOT AFFILIATED WITH THE UNIVERSITY OF PENNSYLVANIA HEALTH SYSTEM OR HOSPITALS Revised 10/29/14




