Peggy Thomsen, MSW, LICSW

311 Ramsey Street  •   Suite 105   •   St. Paul, MN  55102

Phone:  651-294-2406     Fax:  651-227-6559

Authorization to Release Confidential Information
Client Name:   __________________________    Date of Birth: 
 
 

I, 
, authorize, Peggy Thomsen, MSW, LICSW, to

     ___ Release Information      ___  Obtain Information        ___  Exchange Information
Information my be released to / obtained from / exchanged with:

___________________________________

______________________________
Name of  Person




Phone Number

___________________________________

______________________________
Organization or Company Name


Fax Number
________________________________________________________________________

Address





City

State

Zip
Information to be released:


 All Clinical Records

 Psychological/Social/Psychiatric Evaluation



 Chemical Health Evaluation

 Medical/Health History



 School Records

 Discharge Summary 


 Adoption Records

 Pre-Adoption History for Child 


 Other: 

 

This release expires on ____________.  I understand that this consent is in effect for one year from the date signed unless otherwise specified.  Communication may be oral or written.  I know that I can revoke this consent at any time with a written request. A photocopy or facsimile of this authorization shall be as valid as the original.  I certify that this form has been explained to me and that I understand its contents.  
_____________________________

________________________________

Client Name




Client/Guardian Signature

_____________________________

________________________________

Witness




Date
