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Matthew J Starkey, Florida Registered Nurse RN9340052, Florida Licensed Mental Health Counselor MH16037 
Elizabeth J Starkey, Florida Registered Nurse RN9340164, Florida Licensed Mental Health Counselor MH16030 

 

 

Authorization for Release of Information 

 
Client Name: ___________________________________________ 

 

Address: __________________________________________________________________________ 

 

__________________________________________________________________________________ 

 

Phone: __________________________________________________________ 

 

__________  I authorize my counselor to release and/or obtain information from: 
(Initial here) 

 

Name of person and/or organization: ___________________________________________________ 

 

Address: __________________________________________________________________________ 

 

__________________________________________________________________________________ 

 

Phone/Fax: ________________________________________________________________________ 

 

Email address: ______________________________________________________________________ 

 

I authorize information to be released by the following methods of communication: 

 

__________ Phone          __________Fax          ___________ Email          __________ Mail 
(Initial here)                                (Initial here)                         (Initial here)                                 (Initial here)  

 

The information to be released is regarding: ______________________________________________ 

 

__________________________________________________________________________________ 

 

I understand that: 

- I do not have to sign this authorization and my refusal to sign will not affect my ability to 

obtain treatment. 

- I may revoke this authorization at any time by submitting a written request to my counselor. 

- This authorization will expire on: ____________________________ 

 

I certify that this form has been fully explained to me and that I understand its contents. 

 

Client Signature: ____________________________________________ Date: ___________________ 

 

Parent/Guardian Signature: ___________________________________ Date: ___________________ 

 

Counselor: ________________________________________________  Date: ___________________ 


