Childhood Anxiety Solutions, LCSW, PLLC

Limited Release of Information Form

I understand that Childhood Anxiety Solutions, LCSW, PLLC has an obligation to keep my personal information, identifying information, and records confidential.  I also understand that I can choose to allow Childhood Anxiety Solutions, LCSW, PLLC to release some of my personal information to certain individuals or agencies.

I, ________________________________________, authorize Childhood Anxiety Solutions, LCSW, PLLC and their representatives to release and share the following information:

Whom I want to have my information:

Name:

Specific Office/Agency:

Address:

Phone Number:
The information may be shared: 

[ ] by phone   [ ] by fax   [ ] by mail [ ] by e- mail *   [ ] in person
    
 *I understand that electronic mail (e-mail) is not confidential and can be intercepted and read by other people. 

What information I want shared: 

Why I want this information shared:

I understand:

[ ] That I do not have to sign a release form. I do not have to allow Childhood Anxiety Solutions, LCSW, PLLC to share my information. Signing a release form is completely voluntary.

[ ] That releasing information about me could give another agency or person information about my location and would confirm that I or my family member have been receiving services from Childhood Anxiety Solutions, LCSW, PLLC.
[ ] The risks and benefits of releasing the confidential information to the above agency or person.

[ ] That this release of information may be revoked by me at any time in writing.

_______________________________________________

Name / Relation to Patient (if under 18 years of age)

__________________________________

Date
6/2011

