Academy of Holy Angels

6600 Nicollet Ave. S.

Richfield, MN 55423

Consent and Request for Release

 of Information

___________________________________       ________

                                (Name of Client/Student)


(Birth date)
I hereby authorize the release of the following information: 

_____ Summary of treatment services provided

_____ Ongoing reports on treatment progress

_____ Recommendation for further treatment

_____ Results of evaluation/testing

_____ Relevant medical information

_____ Other _________________________________





(Specify)
This information will be exchanged between the Holy Angels counseling department  
and _________________________________________________________________
 


(Name of person or agency/organization)
____________________________________________________________________


(Address)




(Telephone)

for the purpose of _____________________________________________________
I understand this consent expires automatically within one year of the signed date. I understand that I may revoke this consent at any time by written notification.

____________________________________________________________     

______________

(Signature of Parent)






(Date)

____________________________________________________________

______________

(Signature of Student, if applicable)





(Date)
____________________________________________________________

______________

(Witness Signature)  






(Date)
