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Information Release

In order to provide the best services we can, it is sometimes helpful to talk to other people who know you or your child.  If you permit, we would like to contact any of the people listed below with whom you think it would be helpful for us to speak.

 PLEASE INITIAL EACH LINE 
I authorize InnerRoads, its staff, and consulting therapists to contact the following individuals, agencies and organizations for release of any academic, social, medical or psychological information concerning:                                                                                                                                                

(Child’s Full Legal Name) ________________________________________________________________ 

(Date of Birth) _____________________and to exchange information with the individuals, agencies, and organizations for the purpose of counseling, treatment, supervision, and discharge planning.



                                                                                                                    Guardians Initials:

Physician/Health care Organization: 




        
 Please Initial Each Line
____________________________________________________________________________

Phone:  ________________

School District: ____________________________________________________________________________                                                                                                                          
Phone:  ________________

Special Education Files: ____________________________________________________________________________                                                                                                               
Phone:  ________________

Chemical Dependency Program: ____________________________________________________________________________                                                                                                   
Phone:  ________________

Family Services Program: ____________________________________________________________________________                                                                                                            
Phone:  ________________

Youth Program(s): ____________________________________________________________________________                                                                                                                  

Phone:  ________________

Counseling agencies/programs: ____________________________________________________________________________                                                                                                     
Phone: _________________

Youth Court/Probation, Montana Department of Corrections: ____________________________________________________________________________                                                      

Phone:  ________________

Case Management Services: _______________________________________________________                                                                                                         

Phone:  ________________

Montana Conservation Corps: _____________________________________________________________________________                                                                                                     

Phone:  ________________

Job Corps/ IHS/ BIA: ____________________________________________________________                                                                                                                   
Phone:  ________________

Family Therapist: ______________________________________________________________________________ 

Phone:  ________________

Parent Therapist(s): ______________________________________________________________________________ 

Phone:  ________________

Youth’s Therapist(s):  ______________________________________________________________________________ 

Phone:  ________________

Other: ________________________________________________________________________                                                                                                                                            
Phone:  ________________

The purpose of the preceding release of information has been explained to me.  I understand that in accordance with federal regulations this information will be kept confidential, and will be for professional use only. This authorization will remain in effect until one year from the date below, and I understand that I may withdraw my authorization in writing at any time.

(Legal Guardian Signature)




(Phone Number)

                                                                                                                                                      (Legal Guardian Printed)




(Address)
__________________

 (date)
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