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Eastern Michigan University

COLLEGE OF EDUCATION – CLINIC SUITE 

John W. Porter Building, Suite 135 • Ypsilanti, Michigan 48197

Phone: 734.487.4410       FAX: 734.487.0028


CONSENT FOR RELEASE OF CONFIDENTIAL INFORMATION
I hereby authorize the EMU/College of Education – Clinical Suite – Counseling Clinic to exchange/release/ request information in:
Check appropriate line:

___ My own record:  

Name: ___________________________________________________    SS# __________________________    DOB: ___/___/_____


(Print Name)

___ My child’s record:

Name: ___________________________________________________    SS# __________________________    DOB: ___/___/_____


(Print Name)

To the individual or organization listed below and under the conditions specified.  
1) Name & address of the person or organization to whom the disclosure is made or request of information is requested:

Name: ____________________________________________Organization: _______________________________________

Address: ___________________________________________City: ______________    State: ________    Zip: __________

Phone: ______________________________    Fax: ___________________________

2) Specify information to the exchanged/released/requested:

	
	Diagnosis
	
	Substance Abuse Records
	
	Academic/School Reports

	
	Treatment Plan
	
	Employment Records
	
	Final Report/Treatment Outcome

	
	Evaluations
	
	Court Records
	
	Medical Records & Reports

	
	Medication Records
	
	Psychological Reports/Records
	
	IEP

	
	504 Plan
	
	Other (please specify below)
	
	


3) Purpose for disclosure:

	
	Assessment & Treatment Planning
	
	Court Order
	
	Coordination of Treatment

	
	Other   (please specify)
	


4) I understand that this consent can be revoked by me at any time. Unless I choose to exercise my right of revocation at an 


earlier date, the consent will expire:
	
	One year from date signed
	
	When requested information has been supplied
	
	At the end of the current academic semester

	
	At the termination of treatment
	
	Other   (please specify)
	


5) Signatures

_______________________________________________________________  Date: ___/___/_____

(Client/Parent or Guardian)

_______________________________________________________________  Date: ___/___/_____

(Witness)


            -SCHOOL BASED COUNSELING CLINICS-

YPSILANTI COMMUNITY HIGH SCHOOL 
             Estabrook Learning Community
                                                                 2095 Packard Road



         1555 W. Cross St
                                                                 Ypsilanti, MI 48197 

                                                  Ypsilanti, MI 48197
                                                                                    Phone: (734) 487-1016 


            (734) 714-1900

