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“IT’S TIME TO LEARN HOW TO BECOME ATTRACTED TO WHAT’S HEALTHY.”

AUTHORIZATION FOR RELEASE OF CONFIDENTIAL INFORMATION  

Client Name: ________________________________Date of Birth: ____________ 

I hereby authorize Timothy Rogers, M.A., L.M.F.T. (MFC101500) and/or 
staff members of Rogers Family Therapy to discuss *pertinent clinical 
information with:  

Name:                ____________________________________________________ 

Address:       ____________________________________________________  

Phone:              ____________________________________________________ 

Email/Fax:         ____________________________________________________ 

FOR THE PURPOSE OF: 

 
_____ Continuation of Treatment     _____ Coordination of Care 

 ____Application for Insurance     _______Legal  

____ Other (Please specify) __________________________________________________________ 

        _________________________________________________________________________________ 

_________________________________          _______________ 

Client /Legal Representative Signature        Date  

_________________________________     _______________ 
Timothy Rogers, MA, LMFT      Date 

CONFIDENTIAL
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“IT’S TIME TO LEARN HOW TO BECOME ATTRACTED TO WHAT’S HEALTHY.”

The purpose of this disclosure authorized herein is to provide 
confidential information of my psychotherapy sessions with Timothy 
Rogers, M.A., LMFT Licensed Marriage & Family Therapist 
MFC#101500 to parties Professionally interested.  

I understand that I may revoke this consent for release of 
information at any time. However, I also understand that any release 
which has been made prior to my revocation and which was made in 
reliance upon this authorization shall not constitute a breach of 
right to confidentiality.  

I certify that this request has been made freely, voluntarily and 
without coercion. Any other use of this information without the 
expressed written consent of the client is prohibited.  

I understand that my records are protected under Federal 
Confidentiality regulations (42 CFR Part 2) published August 10, 
1987, and the Health Insurance Portability and Accountability Act 
of 1996 (P.L. 104-191), 42 U.S.C. Section 1320d, et. Seq and cannot be 
disclosed without my written consent.  

I understand that my medical record may contain information 
concerning my psychiatric, psychological, drug or alcohol abuse, 
HIV/Acquired Immune Deficiency Syndrome (AIDS) and/or related 
conditions.  

I understand that I may revoke this authorization at any time upon 
verbal and/or written notice. I acknowledge that such revocation 
will not be effective if Timothy Rogers, MA, LMFT (MFC101500 has 
already acted in reliance upon this authorization.  

This authorization is valid (if not previously revoked) this 
consent will terminate upon 365 days from the date of the 
signature of this form, or the following event/ condition: should 
therapist & client find it clinically appropriate due to family 
dynamics, or the completion of treatment, or at the time of the final 
insurance billing, as the case may be, whichever is later. 

Revocation Date: _______________________ 
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