[bookmark: _GoBack]JESSICA HERSCH ACSW, LCSW, LMFT
Marriage & Family Therapist
115 N College Ave.;  Suite 265
Bloomington, IN  47404
812-332-8814
RELEASE OF INFORMATION

Name of client: ____________________    Birth Date:       
[bookmark: Check5][bookmark: Check6][bookmark: Check7]Information to be Released:  |_| Full Chart    |_| Consultation     |_| Medical Records  
[bookmark: Check8][bookmark: Check9][bookmark: Check10]|_| Mental Health Records  |_| School Records  |_| Court/Probation Records
[bookmark: Check11]|_| Only specific information as listed ____________________
I voluntarily request Jessica Hersch release of information to the following people or agencies:
[bookmark: Check1][bookmark: Check2]|_|Agree to have alcohol/drug records released  |_|Do not agree to release drug/alcohol records
I voluntarily request PERSON/AGENCY TO WHOM I AM  RELEASING  INFORMATION AND REQUEST THIS AGENCY OR PERSON RELEASES INFORMATION, INCLUDING MEDICAL, MENTAL HEALTH, SCHOOL, OR OTHER RECORDS, AND CONSULT WITH/
TO JESSICA HERSCH:
AGENCY/PERSON TO RELEASE TO J. HERSCH: ______________________
[bookmark: Text4]ADDRESS:  ________________________________________
____________________________  PHONE: (___) ___-____  FAX: (___) ___-____
I understand that this authorization may be revoked in writing at any time, except to the extent that action has already been taken to comply with this request. This authorization will automatically expire in six (6) months unless otherwise revoked or indicated by signing below.

________________________________________________   DATE:____________________ 
SIGNATURE OF CLIENT, PARTY, PARENT, OR GUARDIAN
Relationship to client ____________________
Witness ____________________
