Authorization For Disclosure of Mental Health Treatment Information
Updated September 2023

 
I hereby authorize Velles Counseling Services LLC. to disclose to and/or obtain from
__________________________________________________________________ [Name of person or organization] 
__________________________________________________________________ [Phone number(s) / email(s)]
__________________________________________________________________ [Phone number(s) / email(s)]

the following information (Client should check each item that may be disclosed):
___ Current Treatment Update    ___ Treatment Plan or Summary      ___ Diagnosis    ___ Medication Management   
___ Continuing Care Plan            ___ Discharge/Transfer Summary    ___ Educational Information    
___ Psychosocial Evaluation       ___ Psychological Evaluation           ___ Psychiatric Evaluation 	       
___Other_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

This disclosure is valid until treatment is ended or when the client requests termination of this agreement, when such request is received by Velles Counseling Services LLC/Dr. Christopher D. Elliott.

__________________________________________________________________     _______________ 
Signature of Client 	         Date 
 
 
__________________________________________________________________     _______________ 
Signature of Parent, Guardian, or Personal Representative 	         Date 


Check here if patient/client refuses to sign authorization _______ 
