Megan Keller, M.A., MFT, LCADC, NCC



527 Plumas Street
NV MFT Lic # 01221






Reno, NV 89501

NV LCADC #  00345






Telephone 775-525-1586
Authorization to Release Records (minor)
I,  


_______________,  [and I, ______________________,]  hereby authorize _____Sparks Middle School_____   and Megan Keller, M.A., MFT, LCADC, NCC  to exchange my child _____________________’s health records and information obtained during the course of his/her treatment. 

The disclosure of such records authorized herein is required for the following purpose(s):

Coordination of care












Such disclosure shall be limited to the following use of information:

Comprehensive treatment











Such disclosure shall be limited to the following type of information:

Psychological assessments, progress, treatment, and recommendations





This consent shall expire on:









The patient can request a copy of this authorization. The patient has a right to refuse to sign this form. The patient understands that information that is used or disclosed according to this authorization may be subject to re-disclosure by the recipient. The provider will not make providing treatment a condition of signing this Authorization. The patient is entitled to receive a copy of this form. For revocation of this form, the patient must provide a written request to the clinician named above. 

___________________________________


_____________

Signature of Client/Responsible Party  


Date


___________________________________


_____________

Printed Name of Client/Responsible Party  


Date


___________________________________


_____________

Signature of Client/Responsible Party  


Date


___________________________________


_____________

Printed Name of Client/Responsible Party  


Date

___________________________________


_____________

Signature of Client/Responsible Party  


Date


___________________________________


_____________

Printed Name of Client/Responsible Party  

Date

