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Release of Information 

 
 
I ____________________________________authorize Sarah Kennedy, MA, LPCC to share 
the following information with 
 
Name: 
Specific office at Agency:  
Phone Number:  
Address:  
 
This information may be shared:  
☐ in person 
☐by phone  
☐by fax 
☐by mail  
☐by email 
   
*I understand that email is not confidential and can be intercepted and read by other 
people  

Extent of Authorization 

 □ I authorize the release of my complete health record (including records relating to 
mental healthcare, communicable diseases, HIV or AIDS, and treatment of alcohol or 
drug abuse).  

**OR**   

□ I authorize the release of my complete health record with the exception of the 
following information:  

□ mental health records  
□ communicable diseases (including HIV and AIDS)  
□ Alcohol/drug abuse treatment 
□ other (please specify): ______________________________ 

 
 
 



Luminescent Counseling, LLC 
Sarah Kennedy, MA, LPCC 

12835 E. Arapahoe Rd. Suite 2-440  
Centennial, CO 80112 

Sarah@luminescentcounseling.com 
303.917.1675 

	
Purpose I want this information shared:  
(Please list specifically as possible, for example: to receive benefits or coordination of 
care)   
 
Pleas Note: there is a risk that a limited release of information can potentially open up 
access by other to all your confidential information held by Sarah Kennedy, MA, LPCC.  
 
I understand:  
 
I do not have to sign the release form. I do not have to allow Sarah Kennedy, MA, LPCC 
to share my information. Signing a release form is completely voluntary.  
 
That this release is limited to what I wrote above. If I would like Sarah Kennedy, MA, 
LPCC to release information about me in the future I will need to sign another written, 
time limited release.  
 
That releasing information about my could give another agency or person information 
about my location and would confirm that I have been receiving services from Sarah 
Kennedy, MA, LPCC.  
 
That Sarah Kennedy, MA, LPCC and I may not be able to control what happens to my 
information once it has been released to the above person or agency, and that the 
agency or person getting my information may be required by law or practice to share it 
with others.  
 
This release expires on __________________ Date ___________ Time 
 
I understand that this release is valid when I sign it and that I may withdraw my consent 
to this release at any time via written withdrawal. 
	
________________________________________________	
	 Client	Name	Printed		
	
________________________________________________		 _____________________	
	 Client	Signature	 	 	 	 					Date/time	
		


