Gordon Shippey, MA, LPC

Druid Pointe Office Building

2751 Buford Highway 

Suite 707

Atlanta, GA 30324
404-530-9057

AUTHORIZATION FOR RELEASE OF INFORMATION

As part of my participation in the counseling process, I hereby request and authorize the counselor to give information to and receive information from my physicians, treatment programs, family and persons as herein designated for the purpose of coordinating their treatment efforts in my behalf.  I understand that this authorization will remain in effect as long as I am involved with the counselor or until I present cancellation of this authorization in writing to the counselor.

Name of any designated persons:








___

Signature


Date

Name (please print)

Witness


Date

Title or Relationship to Client

