River North Counseling Group LLC

E-MAIL: RiverNorthCounseling@Gmail.com

TELEPHONE: 312.467.0000

FAX: 312.222.1771

River Plaza









Concourse Plaza: Tower 2
405 N. Wabash Ave., Suite 2808






4709 Golf Rd., Suite 925
Chicago, Illinois 60611 







Skokie, Illinois 60076 
Request/Authorization to Release Confidential Records and Information

I hereby authorize: Person or facility: _____________________________________________________________________________________Address:_____________________________________________________________________________

Phone: ______________________________________________________________________________

_____________________________________________________________________________________

to release information from records about _________________________________, born on, __________

and whose Social Security number is___________________________________, for the following purpose(s): 

Further mental health evaluation, treatment, or care  Rehabilitation program development or services 

  Treatment planning  Research  Consultation Other: ______________________________

The information to be disclosed is marked by an X in the boxes below. Page numbers are indicated when appropriate. 

 Intake and discharge summaries  Medical history and evaluation(s)  Mental health evaluations 

 Developmental and/or social history  Educational records Verbal consultation

 Progress notes, and treatment or closing summary  Other: ________________________________

Select only one: 

 Please forward the records to the address in the letterhead at the top of this form. 

 Please release Clinical information Verbally. 

HIV-related information and drug and alcohol information contained in these records will be released under this consent unless indicated here:  Do not release. 

I have had explained to me and fully understand this request/authorization to release records and information, including the nature of the records, their contents, and the consequences and implications of their release. This request is entirely voluntary on my part. I understand that I may take back this consent at any time within 90 days, except to the extent that action based on this consent has already been taken. 

My signature below shows that I understand and agree with all of these statements.

_________________________________        ___________________________

__________

Signature of client 


        Printed Name
               

Date

__________________________________
_________________________

__________

Signature of parent or legal guardian (if applicable)    Printed Name



Date
I, the therapist, have discussed the issues with the client (and or his/her parent or other legal representative).  My observations of this person’s behavior and responses give me no reason to believe that this person is not fully competent to give informed and willing consent.

______________________________________________



____________________

Signature of therapist






Date
This is a strictly confidential patient medical record. Re-disclosure or transfer is expressly prohibited by law.

