
Fuquay Family Counseling, PLLC
602 East Academy Street Suite 205
Fuquay-Varina, NC 27526

919-412-7321
Consent To Release/Request Personal, Medical and Educational Information
Client Name:                                          DOB:
I__________________________________hereby/authorize_________________________ ________________________________________________________________________________________________________________________________________________   to release information in my record to Tiffany Wagner, M.S., LMFT 602 E. Academy St. Suite 205 Fuquay Varina, NC 27526
I hereby authorize Tiffany Wagner, M.S., LMFT to release information to______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________
I understand the information will be used for: treatment and referral.
_________________________________________________________________________
 Nature of records to be released (use dates/timelines and names of documents when possible:  Verbal exchange of information and faxing of treatment summary to include diagnosis, progress in treatment and reason for referral.
My signature below indicates that I understand what information will be released and the need for the information.  I further understand that the information to be released may include mental health, drug and alcohol abuse in my records is protected or AIDS/HIV.  In addition, information related to drugs and alcohol abuse in my records is protected under federal regulations and cannot be released without my written consent unless otherwise provided in the 42 code of Federal Regulations Part 2. This consent will expire______________ not more that 365 days from the date of signature.

I understand that I may revoke this consent, verbally or in writing, at any time but that it will remain valid to the extent release based on this consent has already occurred. 
Client’s signature: _______________________________ Date_______________________ 
Guardian’s signature_____________________________ Date_______________________

Therapist’s signature____________________________   Date_______________________
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