Gregory J. Harms, Psy.D., LCP, CADC
655 W. Irving Park Road Suite 209 – Chicago, IL  60613

Tel: (773) 983-1479

Authorization For Release/Exchange of Information

Client’s Name: ______________________________________________

Date of Birth: _______________________________________________

Social Security Number: _____________________________________

Address: ___________________________________________________

Phone: _____________________________________________________

I hereby authorize and request that:

Name: _____Gregory J. Harms_______________

655 W. Irving Park Rd. Ste. 209  

Chicago, IL  60613                          

To release/exchange verbal and or written information to  
(insert name and address of person/institution):  

___________________________________________________
___________________________________________________
____________________________________________________                                                    

This information will be used for: ____Assessment Data Collection________________________

and is confined to the following specified information:

Check all that apply:

_____Alcohol and Drug Abuse                                 
_____School Transcripts                                                                                                                                                                                                                                        

_____Case Management Records                          
_____Financial Information

__X___Psychological/Social Work Records            
_____Legal Information

__X___Medical Records/Reports 

OTHER (SPECIFY): ____Completion of Specified Assessment Tools________________________

This authorization is valid until: ______________________________________________

                                                             (Must have a date within next 12 months)

I understand that I may revoke this authorization at any time by writing Greg Harms except to the extent that action has already been taken to release this information. I understand that by signing this Authorization that Greg Harms cannot guarantee that the recipient receiving the requested health information will not re-disclose any or all of it to others. Notice is hereby given to the Recipient that law prohibits the re-disclosure of any health information regarding drug and/or alcohol abuse, HIV/AIDS, and any mental health treatment.

Signature of Client





Date





                                                                                    
                                                                              ​​​Signature of Witness if required

                          Date

