Joanne  Steinwachs, LCSW

2696 S. Colorado Blvd.  Suite 210
Suite 210
Denver, CO 80222
Phone: (303) 691-3369  Fax:  (303) 782-0493
Request and Authorization To Release Records and Information
Client Name: ​​​​​​​​​​​​​​​​​​​​​​​​​​​___________________________________

Date of Birth: _________________

SSN:  _______________________

I, ____________________________________, hereby authorize the following professional person/agency:

Name: 
 
______________________________________

Address: 
______________________________________

______________________________________

 

______________________________________

______________________________________

Phone: 
_______________________________________

to exchange information or release copies of my records to Joanne Steinwachs, LCSW

The purpose for which the information is to be used:

AUTHORIZATION:

I certify that this request has been made voluntarily. I understand that I may revoke this authorization at any time except to the extent that action has already been taken to comply with it.  I understand that this consent will expire on the following date: __________

I hereby release Joanne Steinwachs, LCSW, from any liability, which may result from furnishing the information requested as authorized by this release. Redisclosure of my clinical records by those receiving the above authorized information may not be accomplished without my further written consent. 

A copy of this authorization may (  ) or may not (  )  as valid as the original.


____________________________________________________

Signature of client or parent/legal guardian (specify relationship.)

______________

Date

