Stephanie Jenkins Counseling, LLC                   26518 Oak Ridge Dr 
                 The Woodlands, TX 77380                     Phone: 832-228-7569           


AUTHORIZED RELEASE OF INFORMATION

CLIENT NAME: _________________________________________                       DOB: _____________________

By signing this form, I, (client/legal guardian’s full name) __________________________________________ authorize Stephanie Jenkins Counseling, LLC to use and disclose my (or my child’s) individually identifiable health information to/from the following agencies or people:

Name/Agency I: _____________________________________ Phone: ________________________ Fax: ______________________

Address: _____________________________________ City: ________________________ State: ________ Zip: _______________

Name/Agency II: _____________________________________ Phone: ________________________ Fax: _____________________

Address: _____________________________________ City: ________________________ State: ________ Zip: _______________

Name/Agency III: _____________________________________ Phone: ________________________ Fax: ____________________

Address: _____________________________________ City: ________________________ State: ________ Zip: ________________

Purpose of Disclosure: Mental Health Treatment Planning and Continuity of Care. 

Health information that may be used or disclosed through this authorization is as follows (check all that applies):

     ___ Assessment/Treatment Results & Progress Notes     ___Eligibility Determination    ___ Legal/Court/Corrections

     ___ Entire Records    ___ Medical Reports     ___ Other (specify): ____________________________________________________

The above information will be used for the following purposes (check all that applies):

     ___ Planning appropriate treatment or program    ___ Continuing appropriate treatment or program    ___ Case Review

     ___ Determining eligibility for benefits or program    ___ Other (specify): _____________________________________________

I give permission to release my (or my child’s) records from the following dates:

__________________________________________________        ____________________________________________________

 (Approximate start date of treatment from provider above)                    (Approximate end date of treatment from provider above)

I understand that my records are protected under the federal and state confidentiality regulations and cannot be disclosed without my written consent unless otherwise provided in the Limits to Confidentiality located in the Professional Disclosure Statement. I also understand that I may revoke this consent in writing at any time, but that in any event this consent expires automatically in 180 days or shall remain in effect for the period of time reasonably needed to complete the request. I understand that I may refuse to sign this authorization and that such refusal will not affect my ability to obtain treatment from Stephanie Jenkins Counseling, LLC.  I understand that by giving permission to share my information with others, they may share my information without my consent. I acknowledge that Stephanie Jenkins Counseling, LLC cannot guarantee that my information will be protected by others. I have also been informed that some instances of State and/or Federal Law may protect my (or my child’s) information from being shared with others if it is information about HIV/AIDS, mental health, genetics, or drugs/alcohol. 

I have read and understand the terms of this authorization. I have had an opportunity to ask questions about the use or disclosure of my (or my child’s) health information. I understand that, except when I am receiving health care solely for the purpose of creating information for disclosure to a third party, I may refuse to sign this authorization. 

PRINTED name of client/legal guardian: ___________________________________________________________________ Date: __________________

SIGNATURE of client/legal guardian: ___________________________________________________________________ Date: __________________

