GROWTH POINTE WELLNESS

Dana Graves, MA, LMHC

600 Main St Suite D
Edmonds, Washington  98020

(425) 359-9801 www.growthpointewellness.com
 CONSENT AGREEMENT FOR MUTUAL EXCHANGE OR RELEASE OF INFORMATION
Name of Client:_______________________________              Date:_________________________________                   Date of Birth:_________________________________               Patient ID:___________________________
I authorize DANA GRAVES, MA, LMHC to exchange and/or release information to facilitate informed services-Diagnostic Assessment, Treatment Planning, and Ongoing Care  
Special Notes (if any):  ______________________________________________________________________________

with the following person or organization:
Name: ________________________________       Title:______________________________________

Organization: ________________________________________________________________________

Address: ____________________________________________________________________________

City:________________________________      State:___________     Zip:_______________________

Telephone:____________________________________               Fax:____________________________

Information may be released via:  (check all that apply)

 ___Phone call  ___Fax  ___E-Mail  ___Mail or Courier delivery service

Note to receiving person or organization:  

PROHIBITION ON REDISCLOSURE:  This information has been disclosed to you from records whose confidentiality is protected.  Any further redisclosure is strictly prohibited unless the client provides specific written consent for the subsequent disclosure of this information.

DURATION:  If not previously revoked, this authorization will expire ____________________________________________                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                              (must specify:  date, event or condition)

Specific Limitation:  This authorization does not include disclosure for future health care services received more than ninety (90) days from the date of the last signature.  
SIGNATURE:  I understand that my records are protected under Washington State regulations regarding client/practitioner confidentiality. I also understand that I may revoke this consent at any time, except to the extent that action has been taken in reliance on it. This consent expires automatically in twelve months from the date shown below or otherwise indicated.          
Client Signature:______________________________________            Date:__________________________ 
Signature of Parent/Guardian:____________________________      Date:__________________________  
Witness:_____________________________________________               Date:__________________________    
Renewal Signature(s):  _________________________________          Date:__________________________
Renewal Signature(s):  _________________________________          Date:__________________________
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