                                                      Heather Low, PhD, LPC
                                                  741 Piedmont Ave Suite 200
                                                       Atlanta, Georgia 30308

Consent for Release of Confidential Information

I, _________________________________________authorize Heather Low, PhD, LPC,

to exchange the following types of information for the following purposes:


__ CLINICAL INFORMATION			
      Heather Low, PhD, LPC, may exchange with ________________________________
       Information relating to the clinical services I receive, to support continuity of care or 
       inform them of my status.            NAME:
					ADDRESS:
			                        PHONE:
     

__Other (Describe the information to be released and to whom)
     ____________________________________________________________________
     ____________________________________________________________________
     ____________________________________________________________________
     ____________________________________________________________________.

This authorization shall become effective _________________________ and is subject to revocation in writing by me at any time, except to the extent that action has already been taken.


______________________________________________          ____________________
Signature of Client or Legal Guardian                                               Date


______________________________________________
Name of Client


______________________________________________
Witness


