Kristin Hughes, LCSW
Release of Information

I, hereby authorize Kristin Hughes, LCSW, to release / obtain the information indicated in the following section.

Information to be released / obtained:

□ Initial Assessment


□ Treatment Plan

□ Progress Notes
□ Psych Testing



□ Discharge Summary

□ Consults
□ Other: Mental Health Assessment
Information shall be released to/by:
 (Identify anyone that may be helpful in obtaining information pertinent to child’s mental health)

Name of Person or Organization
Contact Information/
Purpose of Disclosure: Coordination
Dates of Treatment: _____________________________________________________________

I understand that I may revoke this authorization at any time in writing.  Otherwise this consent will be considered valid for a 180 day period or for the time period as specified in I.C.16-39-2-5.
___ I further authorize the release or receipt of these records via computer.
_______________________________________________________




Signature of Client, Guardian, Parent, or Health Care Representative

_______________________________________________________

Relationship to Client if other than Client

Kristin Hughes, LCSW

___________________________

Date
