Eric D. McLellan, LPCC
1948 E. Whipp Rd., St. A2
Kettering, OH  45440
(937)-643-0091 Phone
[bookmark: _GoBack]                                                          (866) 409-5783 Fax

In an effort to coordinate treatment with your PCP or Insurance company,  I need your written release your information.  Please select one of the following two sections and complete regarding your consent to release information.
Section I  Do NOT release medical/psychological/educational information to_____________________________________________.
_______________		_________________________________________
        Date			  Signature of Client or Legal Representative

_______________________________OR___________________________

Section II   DO release medical/psychological/educational information to _____________________________________.  I hereby grant my permission for Eric D. McLellan, LPCC to release Information about my care and or condition to the above listed.  I hereby grant my permission to the above listed to release records and/or information regarding my care including any psychological and medical treatment to Eric D. Mclellan, LPCC.

PURPOSE FOR THIS RELEASE OF INFORMATION:  

___________________________________		________________________________
Name of PCP                  				Street Address
							________________________________
							City, State & Zip
___________________________________		________________________________
Name of Client						Telephone & Fax
___________________________________		_________________________________
Date of Birth						Street Address
							_________________________________
							City, State & Zip
___________________________________		_________________________________
Signature of Client or Legal Representative		Date

