
Jaslyn Singh, LCPC, CH, CPM 

Consent for Release of Confidential Information 

I,____________________________________________________, consent to authorize the following releases of information:

I authorize_______________________________________________to disclose and release information to the following individuals, agencies, or organizations: 

_________________________________

_________________________________

_________________________________

_________________________________

_________________________________

_________________________________

All information needed to (circle): 

a) obtain benefit coverage or payment for services. 

b) have services authorized. 

c) refer client for other treatments or services. 

d) help in treatment planning. 

e) Other:___________________________________________________________

I understand that I have the right to inspect any written information to be disclosed.  I understand that if I do not consent, the information sought to be disclosed will not be disclosed except if it is required by law. This authorization expires one year from the date which appears below.  

Signature of Client:___________________________________________Date:______________________

Signature of Witness__________________________________________Date:______________________

