
Release of Confiden-al Client Informa-on Form 

Pa#ent Name: _________________________________________  D.O.B __________________ 

I authorize Covenant Counseling and Consul#ng staff to  ☐ release or ☐ obtain the following 
informa#on with the Person/Prac#ce/Organiza#on indicated below. 

INFORMATION APPROVED TO RELEASE OR OBTAIN: 
☐ Intake Note 

☐ Treatment Plans 

☐ Progress notes 

☐Mental Health Diagnosis 

☐ Consult with 

☐ Psychological Tes#ng 

☐ Psychological Screening 

☐ Medical History 

☐ Substance Treatment 

☐ Mental Health Treatment 

☐ Billing Informa#on 

☐ All Clinical Records 

☐ All Financial Records 

☐ Other: __________________ 

APPROVED PERSON/PRACTICE/ORGANIZATION 

Name: ________________________________________________________________________ 

Organiza#on: __________________________________________________________________ 

Address: (city, state, zip) _________________________________________________________ 

Phone Number: _________________________ Fax Number: _________________________ 

Release Records into Client Care:   ☐ Yes ☐ No  Ini3als: _______________ 

 
PURPOSE FOR WHICH THE DISCLOSURE IS BEING MADE: 

☐ APorney/Legal ☐Insurance ☐Doctor ☐Personal ☐Other: _________ 

This consent is valid for six months from signature date. I understand that I will need to sign a new 
release aRer this date if I con#nue to authorize the release of my informa#on. I understand that I may 
revoke this release at any #me by no#fying, in wri#ng, Covenant Counseling and Consul#ng office. 

 
Client Signature: _________________________________________Date:__________________ 

 
Witness Name: ____________________________________________ 

Witness Signature: ________________________________________Date:__________________


