
Chester County Intermediate Unit 

Student Services Division – Assessment & Clinical Services 
HOME AND COMMUNITY SERVICES 

Educational Service Center  • 455 Boot Road Downingtown, Pa 19335 
Phone: (484) 237-5048   •   TDD: (484) 237-5528   •   FAX: (484) 237-5167 

 

AUTHORIZATION FOR RELEASE OF RECORDS OR INFORMATION 
 

I, _________________________________ , ______________, hereby give permission to the Chester County I.U.- 
  Print Name          Social Security Number 

Home and Community Services to: 
  
 Disclose information to:      Communicate with:     Obtain information from: 
 
__________________________________________________________________________________________  

(Name of Agency, Attorney, School Counselor, Therapist, Physician, etc.) 
 
__________________________________________________________________________________________ 

(Address, City, State, and Zip Code) 
 

Phone #: _________________________________________ Fax #:____________________________________ 
 
This release will remain in effect from ______________ to _____________ unless revoked in writing. 
 
This release is for the purpose of: _______________________________________________________________ 
 
 Only the following information: (MUST INITIAL EACH ITEM TO BE RELEASED/OBTAINED) 
 
______ Summary of Tx History (i.e. abstracts, course of Tx) ________ Diagnosis/Assessment 
______ Treatment Recommendations    ________ Treatment Plan 
______ Expected Length of Treatment    ________ Name of New Treatment Provider 
______ Progress Report on Treatment 
______ Other (specify): _______________________________________________________________________ 
 

I may revoke this consent at any time, except to the extent that action has been taken in reliance upon it. 
If I do not revoke it, this consent will expire at the date indicated above. 

 
____________________________________________  ______________________________________ 
Client Signature (required if age 14 or older)   Signature of parent/guardian, conservator of  
          authorized representative (when required) 
 
____________________________________________ 
Witness 
 
________Copy to Member 

NOTICE TO RECIPIENT OF INFORMATION 
This information has been disclosed to you from records the confidentiality of which may be protected by federal and/or stat law.  If the records are so protected, federal 
Regulation (42 CFR Part 2) and PA regulation (4 PA 255.5) prohibits you from making any further disclosure of this information unless further disclosure is expressly 
permitted by the written consent of the person to whom it pertains, of as otherwise permitted by 42 CFR Part 2 and 4 PA 255.5.  A general authorization for the release 
of medical or other information is NOT sufficient for this purpose.  The Federal rules restrict any us of the information to criminally investigate or prosecute any 
alcohol or drug abuse patient. 

 


