Joseph Hayes MS,LPC,NCC. Counseling Services
881 FM 2882,,Mt. Pleasant Texas 75455, 903-285-5121

Consent For Release of Confidential Information
I _____________________________, hereby authorize C.C.S. / Joseph D.

Hayes to release to ________________________________ the following

Initialed Information BY WRITTEN &/OR VERBAL COMMUNICATION from my clinical records: 

_____ATTENDENCE   _____PROGRESS NOTES _____ REPORTS

_____DIAGNOSIS _____PROGNOSIS _____RECOMMENDATIONS

_____REFERRALS _____EVALUATIONS   ____ANY/ALL/ABOVE

_____OTHER SPECIFIED_____________________________________

The purpose of the discloser authorized herein is to provide the recipient with the information from the clients records with regards to attendance and progress in treatment. This discloser is a condition of:

_____VOLUNTEER _____PROBATION _____PAROLE

_____COURT SENTENCE _____PRETRIAL RELEASE

_____TEXAS REHABILITATION COMMISSION

This Release is from this date___________ to the expiration date of ____________.

I understand that my records are protected under Federal regulations governing Confidentiality of Patient Records, 42 CFR Part 2 and cannot be disclosed with out written consent unless otherwise provided for in the regulation. I understand I may revoke this request at any time (preferably in a formal written request or oral in emergency with written follow up) except to the extent that action has been taken in reliance on it.
Consent for release of information automatically expires 60 days after termination of treatment.

____________________________________    _________________________________ 
Client/Parent/Managing Conservator   Date        Counselor                                       Date
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