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Internal Release of Information 

 
 
Child & Family Counseling Group is an outpatient mental health facility, which has an 
interdisciplinary staff. Occasionally, staff members need to consult with each other in 
order to provide the best possible care for their clients. This may necessitate the sharing 
of client information. When this pertains to you, we require your written permission. 
 
By signing this form, you will be authorizing us to exchange both verbally and in written 
form any information we have obtained from you and which we have available to use here 
at Child & Family Counseling Group. 

 
We assure you that all information used and shared will be so judiciously and in the 
service of providing you better treatment. 
 

 

Print Patient Name                                                    Patient Signature  

 

 

Parent/Guardian Signature (IF UNDER 18)     Date             

 

 
THE CHILD  &  FAM IL Y COUN SEL IN G GRO UP ,  P.L.C. 
Comprehensive Diagnostic  & Therapeutic  Services  


