


[image: image1.png]



Return to agency

PROVIDING TREATMENT INFORMATION TO FAMILY MEMBERS AND OTHERS INVOLVED IN YOUR CARE

· Please limit disclosures of client’s treatment information to the following person(s):  
_________________________
__________________________

_________________________
__________________________

· Do not disclose client’s treatment information to anyone (family members, other relatives, close personal friends or others).
PRINT CLIENT NAME:
____________________________   DATE: ___________

CLIENT SIGNATURE:
____________________________   DATE: ___________

File original in permanent medical record.
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