
 

 

 

 

 

 

 

 

Consent for Release of Information 
 

I, ____________________________________________________ authorize Barrier Islands Psychiatry to… 

​ (Print name & date of birth) 

 

Disclose Information to / Obtain Information from ​ (Circle one) 

 

 

__________________________________________________________________________________________ 

Name/Agency 

 

 

__________________________________________________________________________________________ 

Address 

 

 

______________________________​​ ​ ​   ​ ​ ______________________________​ 
Phone Number​ ​ ​ ​ ​ ​ ​ ​ Fax Number 

 

I, the undersigned, understand that I may revoke this consent at any time except to the extent that action has 

been taken in reliance on it (ie: Legal charges of proceedings) 

 

The following Information: 

 

_____ Client Progress Notes​ ​ ​ ​ ​ _____ Labs 

_____ Telephone Exchange of Information​ ​ ​ _____ Appointments 

_____ Billing/Payments​ ​ ​ ​ ​ _____ Other: _____________________________ 

 

 

 

_______________________________________________________​ ​ ____________________ 

Signature​ ​ ​ ​ ​ ​ ​ ​ ​ ​ Date 

 


