
6525 E Mainsga e Rd
Wichi a, KS 67226

(316) 461-7923
fax (316) 260-7045

AUTHORIZATION & REQUEST FOR RELEASE OF CONFIDENTIAL INFORMATION
AND PRIVILEGED COMMUNICATION

Clien ’s Prin ed Name_____________________________________ Da e of Bir h: _______________________

I au horize my clinician: (Please check one)

Lindsey Ball, LPC
Melissa Beck, LCMFT
Ka hi Bragg, BCLC, BHP
Rober Bragg, LCMFT
Chris Brunson, LCPC
CJ Byler, LSCSW
Ka y Fisher, LCMFT
Alison George, LCPC
Emily Jones, LPC
Ti any Kelderhouse, LCPC
Hannah Lamber -Hanks, LPC
Hannah Leonard, LPC

Ka rina McFarland, LCMFT
LaRon Moore, LPC
Kevin Neuenswander, LPC
Tim Olson, LPC
Raquel Rue, LPC
Brennen Smi h, LMFT
James Smi h, LCMFT
Darla S evens, LSCSW
Cheryl Tan, APRN
Penny Taylor, LMLP
Glendon Thompson, LPC
Brooklyn Vog , LSCSW

Emily Wal er, LMFT
Blair Wa kins, APRN, FNP-C,BSPH
Paul Williams, LPC
Mikaela Wrigh , LPC
Jeremy Fisher, In ern
TJ Ferri, In ern
Eley Johnson, In ern
Melissa Meyer, In ern
Ashley Edison, In ern
Jennifer Willingham, In ern

Inital appropria e blanks and circle which one applies:
____ Admission summary, discharge summary, psychological es ng repor , lis of medica ons
____ School records (school progress no es, school in ake evalua on, grades, a endance, IEP)
____ Psychological consul a on repor
____ Evalua on summary: Alcohol/DUI, Chemical Dependency, Sex O ender
____ Therapy no es including Trea men Plan (las 6 mon hs)
____ Medical His ory: Medica on checks, Lab repor s (las 6 mon hs)
____ Summary repor of services received.
____ Consul a on and/or verbal communica on be ween he above-named par es
____ O her: ___________________________________________________________________________

Expira on da e: ___________________ (one year from da e signed if no o herwise speci ed- e ec ve for one
year maximum).

I unders and ha my rea men will no be condi oned upon signing his au horiza on and ha I have he righ o
revoke he au horiza on, excep o he ex en ac on has been aken or i has been relied on, by putng my
revoca on in wri ng and delivering i o he clinician iden ed above.

I issue his au horiza on wi h knowledge of he con en s of he ma erial and communica on and unders anding of
he consequences and do so volun arily and free from duress or undue in uence.

I agree o pay a reasonable fee, if any, for he prepara on of he ma erials and hereby hold harmless he above-
named clinician from any liabili y relevan o he release of con den al informa on or privileged communica on.

___________________________________________ ______________________________________
Clien /Guardian Signa ure Da e Clien /Guardian Signa ure Da e
___________________________________________
Clinician Signa ure Da e

(Please check all ha apply)
To exchange informaton wi h:
To ob ain informaton from:
To disclose informaton o:

Name:________________________________
Address:______________________________
Ci y:_______________S a e______Zip______
Telephone:____________________________
Email:________________________________


