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 Authorization to Release and/or Obtain Protected Health Information (PHI)
This form authorizes the release and/or receipt of confidential information related to psychotherapy services provided by Louis Laves-Webb, LCSW, LPC-S. 
· Full Name: __________________________________________
· Date of Birth: ________________________________________
· Phone Number: ______________________________________

I Authorize Louis Laves-Webb, LCSW, LPC-S to:
☐ Release information to ☐ Obtain information from ☐ Exchange information with
Name/Organization: ____________________________________________
Relationship to Client: __________________________________________
Address: ______________________________________________________
Phone: ____________________________  Fax: _______________________
Email: ________________________________________________________
Purpose of Disclosure (check all that apply):
☐ Continuity of care ☐ Legal proceedings ☐ Insurance coordination ☐ Personal request
☐ Other: ________________________________
Information to Be Disclosed (check all that apply):
☐ Entire clinical record ☐ Diagnostic information ☐ Treatment plan ☐ Progress notes ☐ Appointment history ☐ Billing and payment information ☐ Medication information ☐ All the above
*Signing this form is voluntary and that refusal to sign will not affect your treatment. * I understand that this consent remains in effect until specifically revoked by me in writing. * You may revoke this authorization in writing at any time, except where information has already been disclosed. * Once information is released, it may be subject to re-disclosure by the recipient and may no longer be protected under privacy regulations *I understand that my mental health records constitute privileged information that is protected by the laws of the State of Texas.

Client Signature: _____________________________________                 Date: _________________ 
Name of Legal Representative (if applicable): ___________________________   Relationship to Client____________________
Signature of Representative: ___________________________ 
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