Authorization to Exchange Information

Participant’s Name: __________________________________  DOB: __________ 

Address: _____________________________________________________________

I give my permission for Nikki Stryker, LCSW to exchange written and verbal information about my psychotherapy treatment for the following purposes:

-periodic summary of progress
-coordination of services/treatment planning
-intake assessment summary
-psychological evaluation
-third party consultation
-discharge summary
-other (specify): _________________________________________________________

I give my permission for Nikki Stryker, LCSW to exchange written and verbal information with the following people:

________________________________	relationship  ______________________

________________________________ 	relationship  ______________________

________________________________	relationship  ______________________

________________________________	relationship  ______________________

This consent for release of information is given freely, and may be revoked at any time.  I understand that I have access to my record.  This authorization will be effective for one year from the date listed below.


_____________________________________	_____________________________

Signature of participant	Date		            Signature of Provider          Date			



____________________________________		

Signature of participant	Date			
