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AUTHORIZATION TO RELEASE INFORMATION 

Client Name: ___________________________________________________  DOB : _________________________ 

Address:_______________________________________________________________________________________ 

Exchange of Information with (Name/Agency): _______________________________________________________ 

Address: ____________________________________________  Phone : __________________ Fax: ____________ 

I, _____________________________________________, freely give consent to Vantage Point Behavioral Health 

and the informant to exchange 

   Patient Name (self if over 16 in MD or legal guardian) 

the below noted information for the purpose of payment, facilitating treatment, and continuity of care for me for my 

child. 

____________________________________________________________________________________ 

 Notification of beginning and/or ending of treatment  Intake assessment summary 

 Periodic summary of treatment progress  Past Treatment   

 Psychological evaluation  Financial Information 

 Discharge summary     Current psychiatric diagnosis 

 List of current psychotropic medication and dosages           Verbal exchange information 

 Coordination of services agreement/treatment planning     Other____________________________ 

____________________________________________________________________________________ 

If information is required for specific period of time, please specify from ___/___/___ to ___/___/___/. 

I understand that my provider may be supervised and that the supervisor will have access to confidential 

information. I agree that the provider’s supervisor may substitute for the provider in exchange in 

information. 

 Yes  No, I do not wish for Vantage Point Behavioral Health to exchange information 

with anyone at this time. 



 

This consent to release information is given freely, voluntarily, and without coercion, and be withdrawn by me at any 

time. Any information I authorize other professionals to release to Vantage Point Behavioral Health will be held 

strictly confidential and will not be released without my written permission except as permitted by State or Federal 

law. I understand that I have the right to inspect the record or mental health information on the above-named 

individual. The information to be disclosed may include information about medical conditions, including HIV/AIDS 

and substance abuse, which is pertinent and relevant to the facilitation of treatment.  

 

This authorization is effective for one year from the date below. 

__________ _________________________________________    ___________________________ 

Date  Signature of Patient/legal guardian for Patient under 16                        Please print your name 

 

Relationship to Patient:  Self       Surrogate Decision Maker      Personal Rep.        Other    

  What? ____________________________________________________________________________ 

__________________________________________                                    _________________________ 

Signature of Witness                                                                                      Date 

I agree that the information above has not changed since the last date it was signed. 

_________________________________    ___________________________               ___________ 

 Signature                                                                       Print Name of Person that Signed                                        Date 

__________________________________          ______________________________                ___________ 

Signature                                                                       Print Name of Person that Signed                                        Date 

__________________________________          ______________________________                ___________ 

Signature                                                                       Print Name of Person that Signed                                        Date 

 

 

Date revoked: ___/___/___ Reason: ___/___/___ 

 

 
 


