Counseling Services
Dr. Lori Romont, PhD., LP, LLC
8801 E. Hampden Ave, Suite 200
Denver, CO 80231
303-204-0115

lromont@yahoo.com

CONSENT TO RELEASE / RECEIVE INFORMATION

CLIENT NAME: _______________________________________Date of Birth__________________

I hereby give permission to Dr. Lori Romont, PhD, LP, LLC to:

                          FORMCHECKBOX 
 Release information to:

 FORMCHECKBOX 
 Receive information from:

PERSON: _________________________________
  TITLE: ________________________________

AGENCY:  ________________________________________________________________________

ADDRESS: ________________________________________________________________________

PHONE/FAX: ______________________________________________________________________                  

Specific type of information to be disclosed: ______________________________________________

__________________________________________________________________________________

The purpose and need for such disclosure: ________________________________________________

__________________________________________________________________________________

I understand I may revoke this consent at any time and that in any event, this consent expires automatically as described below or annually. Specification of the date, event, or condition upon which this consent expires: 

_____________________________________________________________________

If the information to be released pertains to the diagnosis and treatment of alcoholism and/or drug abuse, I understand Federal Law 42 C.R.S. Part 2 protects the confidentiality of this information.  Furthermore, I hereby release the provider from any liability, which may result from furnishing the information requested as authorized in the release.  Regulations prohibit disclosure of this information without my specific written consent.  If information is released to Dr. Lori Romont, PhD, LP, LLC beyond the above-mentioned parameters by the identified agency (this includes, but is not limited to, HIV/AIDS, medications, and various diagnoses) I will not hold Dr. Lori Romont, PhD, LP, LLC liable for the acquisition of this additional information.  If the consent is revoked, redisclosure of my medical, mental health, or case management records may not be done without my further written consent.  A copy of this authorization is to be considered as valid as the original. 

______________________________________________
__________________________________

Client or guardian signature




Date

______________________________________________
__________________________________

Witness






Date

