Auburn University Montgomery
Student Health Services
P. O. Box 244023
7461 East Drive
Montgomery, Al 36124
Office (334) 244-3281, Fax (334) 244-3396

AUTHORIZATION TO RELEASE AND/OR REQUEST CONFIDENTIAL
CLIENT INFORMATION

I, (Name) /4”015 { ”Z!J(‘T((a[[ , (Student ID Number) 5/7/)/7 YQ@ %(’/

Hereby authorlze ///)/(/C"f&ﬂf'(/ Oi[\/gkféﬂm ﬂ?i/é'h?/@ﬁl/ C/l /(. to do the following:
lﬁ Release confidential information to /Q//M S‘/’L{C/B/?/L /—/zad//eé 3@“/1)66 I/d/ 5)7[6)60@/@/

[Tl Release confidential information from

Please provide the following information for the Auburn University at Montgomery department releasing@
confidential information.

Name: ()ﬁlfO/ S’ffﬂ)/;/f% CﬂNﬁ

Phone Number: ?%U’BLIL/’K;}S’/

Fax Number: 7\73(—[ D?LZL/ 3?0]@

Address: __ P RoX 9614{093
/}’W}ydMMy AL 3w

Please release the following information:

_gL General summary of treatment issues, progress, current functioning
_\/ Nature of crisis situation

_V/_Attendance in treatment

i/ Discharge summary and diagnosis/diagnostic impressions

zOther(pIeasespecﬁy) Hhe  entie C/)Qﬁ[/ // c

This consent may be needed at any time by the client, but ending the consent will not cancel any actions that have
already taken as allowed by this form. Unless the client wishes to cancel this consent at an earlier time, it will
automatically stop upon the date and/or condition indicated below.

When Frectment 15 : .
Date: +me1ﬂ&lf€0/ Event/Consent: %’i’//ﬁ//}&/f/ﬂ/

It is understood that the duration of this consent will not be longer than necessary and reasonable to carry out the
purpose for which it is given.

07/13/¢9 5573 Andela Pusell

(Date of Birth) (Last 4 of SS#) Prln{*’filrst & Last Name)

O5/30l Y QungelLs Lo
(Date Sign (Slgnature of Client)
Blole Gy Lt

(Date Signed) (Signature of Wl/ ss)




