Hope and Help Counseling

Crosskeys Office Park

324 West North St.

       Building 600, Suite 625
       Suite 4

Fairport New York 14450

Geneva NY 14456

PHONE 315-879-3289
FAX 585-425-2196

John Eichenberger, LMHC, CASAC

Email: johnetherapy@gmail.com
Website: www.hopeandhelpcounseling.net
Date _____________________

I, ______________________________________________________________________, do hereby                
            (name)



(date of birth)
consent to authorize  John Eichenberger, LMHC, CASAC to exchange information with

____________________________________________________________________________________

(name)

____________________________________________________________________________________

(address)
____________________________________________________________________________________

(phone number)

____________________________________________________________________________________

(relationship to me)

to assist in my treatment.


Check if for EMERGENCY CONTACT ONLY

Other limitations as indicated ______________________________________________________
                                                                                                                                        (client initials)
I understand that I may revoke this consent at any time except for action that hs already been taken in reliance on the original release.  To revoke this consent I must send written notification to John Eichenberger.
This consent shall expire when I am no longer receiving services from John Eichenberger, LMHC, CASAC, and services directly related to my treatment are resolved.
__________________________________________

____________________________

(client signature)





(date)
__________________________________________

____________________________

(witness)






(date)

__________________________________________

 (parent signature, if client is under 18 years old)

