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CONSENT FOR EXCHANGE OF INFORMATION

Patient's Name: ___________________________________ Birth date: __________________ 

To: _____________________________________________________________________________________________________________________
Name of Person / Agency Releasing Information
Address: ___________________________________________City: ______________________State: ______________ Zip: ____________

Phone number with area code: ___________________________________________________________________________________

I hereby authorize you to exchange information from my records with:
__________________________________________________________________________________________________________________________
Name of Person / Agency Releasing Information
Address: ___________________________________________City: ______________________State: ______________ Zip: ____________

Phone number with area code: ___________________________________________________________________________________

The purpose for which these records will be exchanged, and the way in which they will be used is:
__________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________

The exchange is limited to the following specific types of information:
[ ] Diagnosis and Mental Status                       [ ] Progress Notes                            [ ] Discharge Summary
[ ] History and Intake Information                [ ] Psychological Testing              [ ] Other: _____________________
__________________________________________________________________________________________________________________________

Mental health records are protected under Texas state law. They cannot legally be re-released without specific consent, except to the extent that disclosure is consistent with the authorized purposes for which the person first obtained the information. This consent becomes effective immediately and will remain in effect for one year. This consent may be revoked at any time, but revocation will not affect any action that has already been taken in accordance with this consent. I voluntarily and knowingly sign this document. I am entitled to receive a copy of this document. I have a right to not authorize this disclosure.
Date: ____________________________________  Signature of Patient: ______________________________________________
Signature of Patient/Guardian/Conservator (if applicable) ____________________________________________
