Denise Warner, LMHC

3955 Riverside Avenue

Jacksonville, Florida 32205
904-703-0121
Authorization to Release Information
I ____________________________________, hereby authorize Denise J. Warner, LMHC, to 
release information regarding       ______________________________________________

                                                                                            Client Name

This authorization is valid only to:
Individual ____________________________________________________________________

Agency     ____________________________________________________________________

Address    ____________________________________________________________________

The purpose of this disclosure of information is to improve assessment and treatment planning, share information relevant to treatment and, when appropriate, coordinate treatment services.

If other purpose, please specify ___________________________________________________
I acknowledge that the information released may include (but is not limited to): current treatment update, treatment plan, diagnosis, summary of social/family history, clinician impressions, and /or discharge summary.
________________________________________                   ________________________

              Client Signature



              Date

