BRIE CHILDRESS, LISW-CP, LLC
briechildress.com 
2315 N. Main Street, Suite 211C, Anderson, SC 29621
(864) 642-6347 phone – (864) 642-6345 fax


[bookmark: _GoBack]Release of Confidential Information

I, _____________________________________________, give authorization for Brie Childress, LISW-CP, LLC, to exchange / release / obtain confidential information regarding: 

	Client:
	_______________________________________

	Date of Birth:
	_______________________________________



The purpose of this release of information is for behavioral health treatment and coordination of care, unless otherwise specified. This release is valid for one year unless a shorter duration is specified. 
	To:
	_______________________________________

	Address:
	_______________________________________

	
	_______________________________________

	Phone:
	_______________________________________

	Fax:
	_______________________________________

	Email:
	_______________________________________



The information to be released may be transmitted by the following means:

	Verbally/Phone:
	YES       NO

	Mail:
	YES       NO

	Fax:
	YES       NO

	Email:
	YES       NO



I understand that I may withdraw this consent at any time, either verbally or in writing except to the extent that action has been taken in reliance on it. I understand that the records to be released may contain information pertaining to treatment for mental illness and /or substance-related disorders. These records may also contain confidential information about communicable diseases including HIV (AIDS) or related illness. I understand that these records are protected by the Code of Federal Regulations Title 42 Part 2 (42 CFR Part 2) which prohibits the recipient of these records from making any further disclosures to third parties without the express written consent of the client. 
I acknowledge that I have been notified of my rights pertaining to the confidentiality of my treatment information / records under 42 CFR Part 2, and I further acknowledge that understand those rights.
Client or Parent/Legal Guardian Printed Name:		Signature:			Date:

________________________________________		_________________________	____________
Witness Printed Name:					Signature:			Date:

________________________________________		_________________________	____________

