Consent for Release of Information

Date: _____________________________

I, _________________________________________, give permission to release and/or obtain diagnostic, assessment and treatment information regarding: _______________________________, 
Date of birth: __________________   SS# ________________________.

I hereby declare that I am the: 
(  ) Patient /Client                            (   ) Parent                           (   ) Legal Guardian

This information may be: ( X ) obtained from         (  X ) released to             
Referring agency: ___________________________________________
Address: _________________________________________________
               _________________________________________________
Phone #_______________________________________ 

This information may be: ( X ) released to             ( X  ) obtained from  
  
[bookmark: _GoBack]Compeer or Representative of Compeer (e.g. staff and volunteer)
Compeer Program of Johnson County
2701 Rochester Avenue
Iowa City, IA 52245
319-383-6264
compeeric@gmail.com	
I authorize the ongoing release of the above information. This consent expires when Compeer services are discontinued. I understand that I have the right to revoke and or restrict this authorization at any time, provided that I submit a request in writing to the referring agency. Any revocation shall not apply to the extent that the referring agency has already taken action in reliance on this authorization.

Client Signature: ___________________________________________ Date: _______________
Parent or Guardian _________________________________________ Date: _______________
Witness Signature__________________________________________  Date: _______________
This release form is in effect for the duration of the client's participation in the Compeer Program of Johnson County.
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