A New Tomorrow
Behavioral Health Services
26 Wesmark Ct., Sumter, S.C. 29150
Phone: (803) 883-4981 Fax: (803) 883-5492


Authorization for Disclosure of Information
Client Full Name: ______________________________________ DOB: ___________________

Authorization for Disclosure of Information: The privacy of your/your minor’s information is important. We will discuss information about the client and speak about the client only with the person(s) you designate. 
DO YOU WANT TO DESIGNATE A FAMILY MEMBER OR OTHER INDIVIDUAL WITH WHOM THE PROVIDER MAY DISCUSS THE CLIENT? IF YES, WHOM?
YES: The provider may discuss the client with the following individuals:
Name: __________________________________ Relationship to Client: ___________________
Name: __________________________________ Relationship to Client: ___________________
Name: __________________________________ Relationship to Client: ___________________
Name: __________________________________ Relationship to Client: ___________________

NO: The provider may not discuss the client with anyone other than the parent/legal guardian (if client is a minor). 
You may revoke/cancel or modify the above at any time.
Note: This designation does not give the named individuals above the right to make any decisions about treatment.
Signature: I hereby authorize the disclosure of information about the client as described above.
Client Signature: __________________________________________ Date: ________________ 
Parent/Guardian Signature: __________________________________ Date: ________________
Print Full Name: __________________________________________ Date: ________________ 

