
NAME (FIRST, LAST)/ AGENCY RELATIONSHIP TO CLIENT

ADDRESS CITY, STATE ZIP CODE

EMAIL ADDRESS PHONE NUMBER FAX NUMBER

□ Identify as a Client of Services □ Client Dates of Services □ Psychiatric History/Evaluation □ Summary of Treatment Services

□ Court/Agency records □ Lab Results including HIV □ Results of Evaluation □ Diagnosis

□ Medical Records □ Copy of Psychosocial History □ Treatment Plan/Goals □ Education Records

FROM DATE: TO DATE:
Describe the time period of records by entering start and end dates. If no dates 

are entered, records for the most recent 12 months will be provided.

I have a right to receive a copy of this consent and to inspect and receive a copy of the material being disclosed as required under 

HSS92.03 (o) and HSS92.03 (3) (d). This consent has been fully explained to me. A copy shall be treated as an original.

DATE SIGNEDRELATIONSHIP TO CLIENTPARENT/GUARDIAN SIGNATURE - If client is under 18

As evidenced by my signature, I hereby authorize disclosure of records to the person(s) or agency(s) specified above. 
CLIENT SIGNATURE - Person Whose Records Will Be Released DATE SIGNED

I  authorize  ________________________  and Life  Point  Counseling,  LLC, to disclose  to  /  receive  from  (circle  one  or  both):

□ Verify compliance

□ Psychological Evaluation/Tests □ History and Physical □ Other:

PURPOSE FOR RELEASE OF INFORMATION (Check all that applies)

RECORDS AUTHORIZED FOR RELEASE (Check all that applies)

AUTHORIZATION TO RELEASE CONFIDENTIAL INFORMATION

CLIENT NAME (FIRST, LAST) DATE OF BIRTH 

INFORMATION MAY BE DISCLOSED TO/RECEIVE FROM

AUTHORIZATION FROM CLIENT

EXPIRATION DATE:

□ Coordinate Treatment □ Facilitate Referral □ Schedule Appointment

□ Assist in Treatment Planning □ Obtain Collateral Information □ Other:

I understand my records are protected under Federal and State confidentiality laws and regulations. Unless otherwise provided, 

information cannot be disclosed without my written consent. I understand that I do not need to sign this Authorization in order to receive 

treatment. This consent remains in effect until the expiration date and may be revoked in writing except to the extent action has been 

taken in reliance on it. Re-disclosure of information given is prohibited unless expressed in the purpose.

UNDERSTANDINGS

TODAY'S DATE:

LIFE POINT COUNSELING, LLC | 2209 EASTERN AVE PLYMOUTH WI | PHONE: 920-892-7606 | FAX: 
920-449-4247   NORTHSHORE CAMPUS | 805 N. 6th ST, SHEBOYGAN WI | PHONE:920-457-8866 | FAX: 

920-457-8867 1000 N WASHINGTON ST, PORT WASHINGTON WI |PHONE: 920-892-7606 | FAX: 
920-449-4247  WEBSITE: www.lifepointwi.com 




