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REQUEST TO REVOKE AUTHORIZATION OF RELEASE OF INFORMATION
I ______________________________________________________  REVOKE THE RELEASE OF INFORMATION ABOUT ME BETWEEN:
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     AND

Please revoke the following authorizations:
______  All authorizations
______ Specific authorizations as checked below:
Verbal

Written
Social background and chemical use history

_____

_____



Mental health history and treatment(s)

_____

_____

Medical health history and treatment(s)

_____

_____

Chemical health history and treatment(s)

_____

_____

Reports or updates about my progress 

_____

_____

Limited report (to verify participation)



Treatment dates


_____

_____



Discharge status


_____

_____

Continuing Care


_____

_____

To locate me for follow up



_____

_____

Other: (be specific)


I understand that:
· Lehmann Consulting will continue to be authorized to make disclosures necessary to be paid for services rendered to you on or prior to the date of revocation.  You will be held responsible for payment in full for all services rendered to the extent they are not paid on your behalf.
· Please give this form to Kathrine Lehmann in person or mail to Lehmann Consulting, 1409 Willow Street, Suite 201, Minneapolis, MN 55403.

_________________________________________________________________   Date_______________________

Client Signature
Lehmann Consulting, Inc.	


Kathrine Lehmann, MA, LADC


1409 Willow Street, Ste. 201


Minneapolis, Minnesota 55403


Phone:  (612) 306-4778











Name: ____________________________________________________





Address:___________________________________________________





City/State/Zip: _____________________________________________





Attention/Phone:___________________________________________





Fax:______________________________________________________














