JENNIFER A WOFFORD, MSW, LICSW
jen.wofford.msw@gmail.com
202-262-4356

AUTHORIZATION FOR RELEASE OF INFORMATION:

If you are seeing or have seen another therapist, counselor, psychiatrist, Minister, Rabbi, Coach, healer, or other mental health professional, it can be very useful to grant me permission to speak with them about your treatment and care. Without your written permission, confidentiality maintains that I cannot be in contact with your other therapists or doctors, nor acknowledge that I am working with you.  You can place restrictions on our communications as listed below. This is an optional and voluntary form.
Date:  _______________

Client Name: _________________________________________________________________

Client Address, City, Zip: ________________________________________________________

I hereby grant permission to Jennifer A Wofford, at the address above, to both receive from and release to information, both verbal and written, regarding my past and present medical and mental health treatment and status, with the following person(s) and/or agencies or organization(s):

Name of Doctor or Therapist:_____________________________________________________

Agency if applicable: ___________________________________________________________

Address, City, Zip: _____________________________________________________________

Phone Number: _________________________________ Fax: __________________________

The purpose of this disclosure is:

______ Obtaining information for therapy treatment

______ Obtaining information regarding other therapy services provided to my family

______ Obtaining information necessary for insurance company requirements

Restrictions I wish to place on this authorization, if any:
_______________________________________________________________________________

_______________________________________________________________________________

I may revoke this consent at any time.  Revocation does not pertain to previously made disclosures.

Client Signature:_________________________________________    Date: ______________
