AUTHORIZATION TO OBTAIN AND RELEASE INFORMATION

®KEMPER ORTON, M.ED., LMHC, NCCe

NAME: DATE OF BIRTH:

ADDRESS:

CITY, STATE, ZIP:

TELEPHONE #: SOCIAL SECURITY #: - -

| HEREBY AUTHORIZE INFORMATION REGARDING MY TREATMENT TO BE RELEASED AS
FOLLOWS:!

O FroMm O To

(NAME/ AGENCY) (TELEPHONE #)

(ADDRESS)

PLEASE CHECK THE INFORMATION YOU ARE AUTHORIZING TO BE RELEASED:

O SEND A COMPLETE COPY OF MY MEDICAL RECORDS TO KEMPER ORTON, M.ED.,
LMHC, NCC

O SHARE ANY AND ALL INFORMATION NECESSARY FOR TREATMENT PLANNING
AND./OR COORDINATION OF TREATMENT

O SHARE ONLY THE FOLLOWING INFORMATION:

| UNDERSTAND THAT THIS AUTHORIZATION EXPIRES EXACTLY ONE (1) YEAR FROM THE DATE OF MY
SIGNATURE BELOW AND [ MAY REVOKE CONSENT AT ANY TIME, EXCEPT TO THE EXTENT THAT
ACTION HAS BEEN TAKEN IN RELIANCE THEREIN OR IN LIFE THREATENING CIRCUMSTANCES. A
COPY OF THIS RELEASE SHALL HAVE THE SAME FORCE AND EFFECT AS THE ORIGINAL.

NOTICE TO RECEIVING FACILITY/THERAPIST: YOU MAY NOT RE-DISCLOSE ANY OF THIS
INFORMATION UNLESS THE PERSON WHO CONSENTED TO THIS DISCLOSURE SPECIFICALLY
CONSENTS TO SUCH RE-DISCLOSURE.

[ UNDERSTAND THAT THERE IS A POTENTIAL FOR RE-DISCLOSURE OF THIS INFORMATION BY THE
RECIPIENT AND, IF THAT OCCURS, THE INFORMATION MAY NOT BE PROTECTED BY FEDERAL LAW.

SIGNATURE OF CLIENT (OR PARENT/ GUARDIAN) DATE
PRINTED NAME DATE
WITNESS DATE
| HEREBY REVOKE MY AUTHORIZATION. NAME. DATE.
SIGNATURE:

¢ KEMPER ORTON, M.ED., LMHC, NCC -
8461 LAKE WORTH ROAD, SUITE # 104, LAKE WORTH, FL. 33467 « (561) 839-1895 (P)+ (561) 839-1899 (F)
ORTON@KEMPERORTONCOUNSELING.COM * WWW.KEMPERORTONCOUNSELING.COM



