
J O U R N E Y S  C O U N S E L I N G  M I N I S T R Y  

RELEASE OF INFORMATION

Client Information
Name: Age:
Street:
City: State: Zip:
Home Phone: Work Phone:
I Authorize
Therapist’s Name:
 To Obtain From:

ATTN:
Agency Name:

           Street:
City: State: Zip:
Phone: Fax:

 Or Furnish to:
ATTN:
Agency Name:
Street
City: State: Zip:
Phone: Fax:

The Following Information Contained In My Medical Records:

Purpose of Request:

Authorization
This authorization is valid for six months from the date below.  I understand that this information may 
not be released to any other organization without my permission.  I release the source of these records 
from any liability arising from their release. A photocopy of this authorization shall be considered valid.

Client Signature Date

Revised 7.16.2002
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