Christine C. Osmundson MA, CMHC, LPC, LLC
Clinical Mental Health Counselor UT- 12795149-6004
303-917-4207

christineosmundsonlpc.com
Consent for Release of Information

I, ____________________________, authorize Christine C. Osmundson MA, MHC, LPC. to:

_____ (send)  _____ (receive) the following: ______ (Today’s date) _____ (Expiration date) 
to the following agencies or people:

Name: ______________________________  Phone:________________________

Name: ______________________________  Phone:________________________


_____Diagnosis and Initial Assessment


_____Treatment Plan


_____Dates of attendance


_____Psychotherapy Notes


_____Medical Reports


_____Other ____________________________________________________

The above information will be used for the following purposes:


_____Planning appropriate treatment or program


_____Continuing appropriate treatment or program


_____Financial coordination of payment and assignment of benefits


_____Other _____________________________________________________

I understand that I may revoke this consent at any time by providing written notice, and after one year this consent automatically expires. I have been informed what information will be given, its purpose, and who will receive the information.  All information will be kept strictly confidential. Neither party may pass information on to a third party without an additional consent.

Client’s signature:____________________________________________ Date_______

Parent/ guardian signature: _____________________________________ Date_______

Clinician: ___________________________________________________ Date_______
