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AUTHORIZATION FOR THE RELEASE OF CONFIDENTIAL INFORMATION

I/We _________________________________________________________________ 



(Name of Client(s))

Address_______________________________________________________________ 

Authorize Catholic Charities Inc. to obtain or disclose the following information:


________Medical

_________Psychological



________Psychiatric

_________Other

for the purpose of an Adoption Home Study or Placement regarding:

_______________________

Date of Birth_____________ 

(Name of Client)

_______________________ 

Date of Birth_____________ 

(Name of Client)

Dates of treatment covered by release_________________________________________ 


I understand 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 understand that medical records to be released may contain information pertaining to psychiatric, drug and /or alcohol abuse diagnosis and treatment.  I also understand that I may revoke this consent at any time.

Executed this_______ day of ___________________, __________.

_______________________________
___________________________________ 

Signature of Client



Signature of Client

_______________________________
___________________________________ 

Signature of Witness
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