
Release/Request of Confidential Information

Protected Health Information (PHI)
Client name:_____________________________________          Date: _________________

I, _____________________________________________, authorize Amy Chouinard, LCMHC, to release and/or to receive protected health information and/or clinically relevant information:

Name: ______________________________________________________________________________________

Address: ____________________________________________________________________________________

Phone:______________________________________________________________________________________

Relationship to client: __________________________________________________________________________

for the purpose of:


______________Acknowledging presence in treatment


______________Coordinating care


______________Family communication


Other:

This authorization automatically expires:  

____________ in one year  

______________ when my case is closed to Amy Chouinard, LCMHC

Client signature: _________________________________________   Date: ________________

Amy Chouinard, LCMHC: _________________________________   Date: ________________
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Amy Chouinard, LCMHC

202 Main Street

Salem, NH 03079

603-233-4963

achouinard@postpartumnh.com
www.postpartumnh.com
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