
Robin Britt Counseling 
900 Hillwood Parkway, Ste 140 
817) 522-2100
robin@robinbrittcounseling.com               www.robinbrittcounseling.com

RELEASE OF INFORMATION
I, __________________________, hereby authorize Robin Britt Counseling to disclose or receive protected health information including: psychotherapy notes, progress notes, case notes, billing and scheduling information, assessment and psychological testing reports, physical healthcare treatment records, and psychotherapy treatment and progress for ________________________________________________________________________.
PLEASE CHECK ONE OR MORE
______ School: ________________________________________________________________
Contact Person ___________________________ Phone Number ______________________
______ Medical Doctor: _________________________________________________ 
Address:______________________________________________________________________
Phone Number ________________________
______ Previous Therapist: ________________________________________
Address: __________________________________________________________________
Phone Number _________________________
______ Other: _____________________________________________________________ 
Address: ___________________________________________________________________
Phone Number _____________________
This release shall remain in effect until such time as it is revoked in writing by me.
 _________________________________ Signature of Client/Legal Representative
_________________________________ Relationship of Legal Representative
________________________ Date of signature
________________________ Client’s Date of Birth

