Student Support Team

Agnes Scott College

          Telephone: 404.471.5238




           Fax: 404.471.6498
	CONSENT TO EXCHANGE HEALTHCARE INFORMATION


This form, when completed and signed by you, authorizes the release of confidential
information from your clinical records to the departments/agencies specified below.
Name (Please Print): _________________________________________________________

Date of Birth: _______________________   Student ID #___________________________
In order to ensure collaborative health care, I authorize the Release and Exchange of counseling and case management information between the ASC Counseling and Psychological Services (CAPS) and ASC Student Support Coordinator(SSC).
Your Rights with Respect to This Authorization:

· Right to Refuse to Sign This Authorization – I understand that signing this authorization is voluntary and my treatment at the ASC CAPS and participation in ASC Student Support Services is not conditional based upon my signing this authorization.

· Right to Limit the Information to be Released – I understand that information will be exchanged only when deemed relevant to my ongoing treatment.

· Right to Withdraw This Authorization – I understand that I have the right to cancel this authorization at any time.  

Please circle the appropriate response – “Yes” or “No” – and sign with your initials on each line below.  I am authorizing the following information to be released and/or shared:  
Yes    No   ________ Confirmation of Attendance for Counseling 

Yes    No   ________ Summary of Counseling Information 
Yes    No   ________ Summary of Psychiatric Treatment 

Yes    No   ________ Summary of Case Management Needs
Yes    No   ________ Case Management Services Plan
Yes    No   ________ Other (Specify): ________________________
The disclosure of information may be in the form of photocopies, verbal or fax.

Purpose of this Information Release:

______ Coordination of health care services

______ Treatment planning

______ Other – Specify: __________________________________________________

This Consent to Exchange Healthcare Information is valid for a period not to exceed one year from the date of signing or the following date: ________________________________

I understand and agree to the terms of this release of information.

Student Signature_____________________________________  Date______________________



	Initiated By:
____ Counseling Center
____ Case Management

____ Academic Advising

____ Other ____________



