AUTHORIZATION FOR RELEASE OF CONFIDENTIAL INFORMATION

Nathan Hawkins MA, MFT, LPC
7175 SW Beveland St. Ste. 205. Tigard, OR 97223
Phone: (503) 706-6426 FAX: (503) 536-6768

I authorize Nathan Hawkins MA, MFT, LPC to use and disclose the specific protected
health information described below regarding:

Date of Birth:

As is necessary to:  release information to, and/or _ receive information from:

(person/organization)
address city/state (phone)
The information to be used or disclosed includes: YES NO

Social, medical or psychological reports.

Medications used in treatment.

Treatment goals and results

Information about drug and/or alcohol abuse or treatment

Court or probation records

Other:

This information disclosure is necessary for the following
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Diagnosis and evaluation.

Treatment planning.

To facilitate treatment.







