Aurora Counseling for Healing and Change, LLC
333 Alcovy Street Suite 6 ® P. O. Box 546 @ Monroe, GA 30655 o FAX 855-967-2992

AUTHORIZATION FOR RELEASE OF INFORMATION

Client Name: DOB:

I hereby Request and Authorize: _Angela M. Eells, LCSW Agency /Person(s) O holding information

Address: 333 Alcovy Street, Suite 6, P. O. Box 546 O requesting information
Monroe, GA 30655
Phone: 706-224-3396 PLEASE FAX To : 855-967-2992

To Provide and Exchange with: Agency /Person(s) O holding information
O requesting information
Address:
Telephone: Fax:

The Following Types of Information from Records and/or Course of Treatment:
Clinical Impressions
For the Purpose of: Treatment planning

All the information I hereby authorize to be released will be held strictly confidential and cannot be released by the
recipient without my specific written consent. I understand that the provision of services is not contingent upon my signature
on this release form. Re-disclosure is strictly prohibited without specific written consent. I intend this document to be a valid
authorization conforming to all requirements of the “HIPAA” Privacy Rule and understand my authorization will remain

in effect for:

O 90 Days unless 1 specify and earlier expiration date here:
O The Period Necessary to complete transactions on matters related to services provided to me.
1 understand that otherwise limited by state or federal law; I may withdraw this authorization
at any time.
Signature of Client: Date:
Witness Signature: Date:
Signature of Parent or Guardian: Date:

This Section to be completed in the event authorization is rescinded prior to the end of therapy.

Authorization for release or re-disclosure of information has been rescinded as of today / /
Signature of Client: Date:
Witness Signature: Date:

Signature of Parent or Guardian: Date:




