DOUGLAS COUNTY JUVENILE 


   *     
PROGRAMS ADMINISTRATION DEPT.

     NAME OF CLIENT

8700 HOSPITAL DRIVE, 3RD FLOOR

DOUGLASVILLE, GEORGIA  30134


   *     
770-920-7121
FAX 770-920-7555


     DATE OF BIRTH

AUTHORIZATION FOR RELEASE OF INFORMATION

I hereby request and authorize:        of Douglas County Juvenile Programs Administration 

Department, 8700 Hospital Drive, 3rd Floor, Douglasville, Georgia 30134, to obtain from:

Name of person or agency holding the information:       
Address:        
The following type (s) of information from my records (and any specific portion thereof): psychological and psychiatric evaluation(s), all drug and alcohol information, all testing, recommendations and any other relevant information for the purpose of case management and treatment.
All information I hereby authorize to be obtained from this department of office will be held strictly confidential and cannot be released by the recipient without my written consent.  I understand that this authorization will remain in effect for:

 FORMCHECKBOX 
 Ninety (90) days unless I specify an earlier expiration date here:       
 FORMCHECKBOX 
 One (1) year

 FORMCHECKBOX 
 The period necessary to complete all transactions on accounts related to services provided to me.

I understand that unless otherwise limited by state or federal regulation and except to the extent that action has been taken which was based on my consent, I may withdraw this consent at any time.

________________________________

__________________________________________

Date






Signature of Client/Patient/Applicant

________________________________

___________________________________________

Signature of Witness
Title/Rel.


Signature of Parent or Authorized Rep.

USE THIS SPACE ONLY IF CLIENT WITHDRAWS CONSENT

________________________________

___________________________________________

Date this consent is revoked by client


Signature of client

REVISED 9/05

