
Effective Change, LLC
Doctor420Hawaii.com
Matthew Brittain, MA, LCSW, DCSW
136 Ohuohu street
Hilo HI 96720
(808) 934-7566 (Office)

CONSENT TO RELEASE INFORMATION 


Client Name: ______________________________________________Birth Date: __________

Parent Name (If client is a minor): _________________________________________________

Check appropriate box:
[x]    Consent to release confidential information by Matthew Brittain, LCSW to:
[x]    Consent to obtain confidential information by Matthew Brittain, LCSW from:	







General medical, family and other information for treatment purposes needs no special permission for us to release it.  Only the following types of information CAN NOT be released without my specific consent and knowledge.  Therefore, I have initialed each type of information I consent for you to release/obtain:

[_____]	Mental health treatment records*
[_____]	AIDS, ARC or HIV testing records*

I hereby release Matthew Brittain, LCSW from all liability and all claims of any nature pertaining to the disclosure of the information described above, as detailed. This consent is subject to revocation at any time, upon receipt by Matthew Brittain, LCSW of written notice to cancel this consent.  Unless so revoked, this consent shall expire in one year or on the following date _____________  , whichever occurs first. Benefits, risks and alternatives of/to authorizing this consent have been explained to me and I have had an opportunity to ask questions about this consent to release information.

PARENT/GUARDIAN SIGNATURE:________________________________________DATE: ________

SIGNATURE OF CLIENT: ________________________________________________DATE:_________

NOTE: The client must sign this form if age 14 years or older and competent.

*This information has been disclosed from the records protected by Federal law (42 CFR Part 2) and/or State law (HRS 325-101 and /or HRS 334-5, HRS 323C), confidentiality rules.  Re-disclosure is prohibited. Revised 07/10/2000; 12/06/2001; 08/27/2020

