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8332 OFFICE PARK DRIVE, SUITE H, DOUGLASVILLE, GA 30134 

404-907-6635 

 

RELEASE OFINFORMATION 
 

 
 

I,                                                                            , do herebyauthorize or 

anyrelatedrepresentative at Inspiring Healing and Hope Counseling and Development Center,LLC to 

 
release receive                    exchange 

 
information concerning_(Name ofClient, DOB) 

 
to from                         with   

 

Iunderstand that such disclosurewillbemadeforthe followingpurposes: 

Treatment Progress PsychiatricEvaluation  Child Custody/ Visitation 

 Treatment Planning Social History  Competencyto stand trial 

 Medical Treatment  Treatment Summary  Other 

 Reimbursement forTreatment        Diagnosis 
 

 
 

Iunderstand that unless otherwiselimited bystateor federal regulations, and except to the extent that action has 

been takenwhich was based on myconsent,Imaywithdraw this consent atanytime bygivingwritten noticeto 

LaShawn Faison-Bradley,LPC 

 
Ifno prior noticeof revocation is received, this consent will expire automaticallytwo (2)years afterthe date 

indicated thereon. 

 
Iunderstand that information used or disclosed pursuant to the authorization maybesubject to re-disclosureby 

the recipient ofyour information and no longerprotected bythe HIPAA PrivacyRule. 
 

 
 

Ihaveread, orhad read to me, the above,and understand the contents. 
 

 
 

Iauthorizethis information to be faxed to thepartyindicatedabove, and 

Initial         understand the limits of confidentialitywhich doingso creates. 
 

Ihavereceived and read the ROI, howeverat this time,Ido not have anyoneIwish to release 

Initial          information to.Iam awarethatIcan makeadditions/changes asnecessaryand at anytimeby 

completingthis form. 
 
 
 
 

 

Signatureof client, parent, or legal guardian                                    Date 

 

 

 


