Authorization for Release of Information

from the office of Karen K. Nolan, LCSW

Client Name: ___________________________________________________________
Date of Birth: ____/____/_____Social Security Number: _________________________
I, the undersigned, acknowledge the right to have this information remain confidential, hereby authorize Karen K. Nolan, LCSW to 
(  release my records to:

( obtain my records from:

Name: ________________________________________________________________
Office/Fax: ____________________________________________________________

Address: ______________________________________________________________
I specifically release all records for the purpose of assisting in evaluation and treatment. 

I understand that the therapist generally may not condition services upon me signing an authorization unless the services are provided for the purpose of creating health information for a third party. I understand that information used or disclosed under the authorization may be subject to re-disclosure by the recipient and no longer protected by the HIPPA Privacy Rule.

_________________________________  _________________________________Date: ___/___/2014
Client / Guardian / Parent printed name 
Signature

_________________________________  _________________________________Date: ___/___/2014
Witness printed name 
Signature

This authorization will expire: _____________________________

To the client: 

You have the right to revoke this authorization, in writing, at any time by sending such written notification to my office address. However, your revocation will not be effective to the extent that I have taken action in reliance on the authorization or if this authorization was obtained as a condition of obtaining insurance coverage and the insurer had a legal right to contest a claim. 

Office 229-444-0302; Fax 949-437-2633 
415 Cowart Avenue, Suite A, Valdosta, Georgia 31602
PO Box 4751, Valdosta, Georgia 31604
