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Client Information 
Name:  Last, First, Middle Initial: __________________________________________________________  
 
Street Address: _______________________________________       Phone Number: ________________ 
 
City: ____________________________________   State: _________________   Zip Code: ___________ 
 
Student ID Number: ________________________   Date of Birth: ____________ 
 
I authorize Counseling Services, a unit of Student Wellness at Elizabethtown College, located in 216 Baugher 
Student Center, One Alpha Drive, Elizabethtown, PA 17022 (Phone: 717-361-1405,  Fax: 717-361-4776)) to:  
 
[  ] Release my information to:          [  ] Obtain my information from:          [  ] Exchange my information with: 
 
Person or facility to receive/exchange my information 
Name: ____________________________________________________________________________________ 
 
Street Address: ______________________________________________________________________ 
 
City: ____________________________________   State: _________________   Zip Code: ___________ 
 
Phone Number: ___________________________   Fax Number: _______________________________ 
 
The information to be released is:                                      Type of Disclosure Requested (mark all that apply): 
[  ] Summary of Treatment                                                     [  ] Oral 
[  ] Treatment Dates and Attendance                                   [  ] Electronic 
[  ] Withdrawal / Re-Entry Recommendation                      [  ] Letter 
[  ] Other: ___________________________ 
The purpose of this disclosure is for:                                  Specify Date(s) of Service/Treatment (all dates included                               
[  ] Coordination of Care/Treatment                                     unless otherwise indicated): ______________________     
[  ] Administrative and/or Academic Coordination 
[  ] Withdrawal/ Re-Entry Process                                         Limitations of this Authorization (if nothing is indicated,  
[  ] Other:  ___________________________                      no limitations): _________________________________ 
 
This authorization is given voluntarily with my full realization that the information is confidential material. I 
understand that I may cancel this authorization at any time by submitting a written request to Counseling 
Services, except where a disclosure has already been made in reliance on my prior authorization. A copy of this 
authorization shall be considered as valid as the original. 
 
Expiration of Authorization:  Unless otherwise canceled, this Authorization expires on ____________________ 
If no date is indicated, the Authorization will expire 12 months after the date of your signature. 
 
Client Signature: __________________________________________Date: ______________________________ 
 
Witness Signature: ________________________________________ Date: ______________________________ 
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