CATHOLIC CHARITIES, INC.

Archdiocese of Hartford

AUTHORIZATION FOR RELEASE OF CONFIDENTIAL INFORMATION

I, ______________________________________ of ______________________________ give 

                          (Name of Client)


                  (Address)
permission to Catholic Charities Inc. and to ___________________________ to exchange any 

medical (including lab tests, results of drug testing and/or results of HIV tests if performed), psychiatric, academic or other types of information deemed appropriate concerning 

__________________________________ and /or_______________________________

Name of client




             Name of child

date of birth _____________________________ for the purpose of facilitating treatment.

I understand that my records are protected under the Federal and State Confidentiality Regulations and cannot be disclosed without my written consent unless otherwise provided for in the regulations.  I also understand that I may revoke this consent at any time to the extent that action has been taken in reliance on it and that in any event this consent expires automatically as described below.

Specification of the date, event, or condition upon which this consent expires.

______________________________________________________________________________

I further acknowledge that the information to be released was fully explained to me and this consent is given of my own free will.

Executed this _________________ day of _________________________, 20 _____.

____________________________________
____________________________________


Signature of Client




Signature of Parent or Guardian 

____________________________________


Signature of Witness

