
Turning Leaf Counseling and Education Center 
Stacy Schmermund-Romo, M.A., LPC, LSOTP 

403 E. Hillje St. 

 El Campo, TX 77437 

office@turningleaftx.net 
Phone: (979) 253-3849 

Fax (979) 534-2204 

CONSENT FOR DISCLOSURE/COMMUNICATION 

 

Please release the following information (check all that apply): 

❑ Admission Summary ❑ Hospital /Clinic Notes ❑ Psychological Testing- Interpretation 

❑ Discharge Summary ❑ Treatment Summary ❑ Other (specify)   

❑ History and Physical Exam ❑ Diagnosis  

❑ Consultation Reports ❑ Psychological Testing- Raw Data  

 
For the following date(s) of treatment or condition: _   _  _  _  _  _  __ 

(specify dates of treatment or condition) 

 
This information release is being requested for the following purpose: 

❑ Diagnosis & Evaluation ❑ Treatment Coordination & Planning ❑ Personal use 

❑ Continued care by another provider   ❑ Insurance claim purposes ❑ Other___________________________ 

 

 

 

➢ All records pertaining to psychiatric/ mental health, chemical dependency and/or AIDS/HIV related illness/ testing will be 

released unless otherwise indicated by a checkmark here: _________ 

Please indicate any restrictions. (Specify  ___________________________________________________________    

➢ I understand I may revoke this authorization by written request at any time to the address checked at the top of this form. I 

understand that the revocation will not apply to information that has already been released in response to this authorization. 

➢ This authorization will automatically expire one year from the date of my signature, or a lesser period of time as specified here: 

  _  _. The expiration period noted here may exceed one year only in certain situations as specified by law. 

➢ I understand there may be a retrieval and copy charge assigned with the release. 

➢ I understand that once information is released pursuant to this authorization, Turning Leaf Counseling & Education Center 

cannot prevent the re-disclosure of the information to another third party. 

➢ I understand this authorization must be filled out completely and signed in order to be considered valid. A copy that has not been 

altered will be considered as valid as an original. 

➢ Turning Leaf Counseling & Education Center will not condition treatment on my signing this authorization. 

 

 
   _  _   

 
Signature of Patient/ Authorized Person 
(If authorized person is signing, please also print name) 

  
Authorized Person’s authority to sign 
(Parent, Guardian, Power of Attorney, etc.) 

 
Date 

 

 
Reason patient is unable to sign: ❑ Minor  ❑ Deceased ❑ Other:  _  _   _  _  _  __ 

 

Name/Organization   Contact   

Address     

City   State  Zip  Telephone#:   

      DOB  /  /_  _ 


