Amanda Schneweis, LCMFT, LLC
Authorization and Request for Release of 

Confidential Information and Privileged Communication
_______________________________________________________________________

In accord with my legal right to confidentiality and privileged communication relevant to 


the services I have received, I authorize and request:

· The disclosure of confidential information from Amanda Schneweis, LCMFT, LLC to the following individual:

· Confidential information to be released by the following individual Amanda Schneweis, LCMFT, LLC:
Agency/Name:  ___________________________                                                                            ________
Address:  ___________________________                                                                                       ________


Street




City


Zip
· Summary report of services received

· Consultation and/or verbal communication between the above named parties

· Any and all records pertaining to services received

· Other___________________________                                                                                             _
It is my understanding that this information will be used for: ________                             _______       

                                                                                                                                                             _______ ___                                                                         
This consent expires ​​​​​                                      , unless revoked by me in writing at an earlier time.

I issue this authorization with knowledge of the contents of the material or communication and understanding of the consequences and do so voluntarily and free
from duress or undue influence.


Authorizing Signature: ​​​​​                                                                   
Date: ​​​​​​​​​ _________________                                                                                            

Authorizing Signature: ​​​​​                                                                   
Date: ​​​​​​​​​ _________________ 
Authorizing Signature: ​​​​​                                                                   
Date: ​​​​​​​​​ _________________ 
Authorizing Signature: ​​​​​                                                                   
Date: ​​​​​​​​​ _________________ 
Witness Signature: ​​​​​                                                                        
Date: ​​​​​​​​​ _________________ 
Name of Client/Family: ​​​​​                                                                                                         


Address: ​​​​​                                                                                                                               

Amanda Schneweis ~ ph. 316-559-4979 ~ fax 316-285-0161 ~  www.gottalovetherapy.com
