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Dr Amanda Bell and Associates
Clinical Social Workers





370 Queens Ave, Suite 100

London ON N6B 1X7

Phone: (519) 936-0108 Fax: (519) 936-1028

CONSENT TO DISCLOSURE AND RECEIPT OF CLIENT RECORDS/INFORMATION
TO AND FROM A THIRD PARTY
I, hereby consent to and authorize Dr. Amanda Bell, RSW and Associates to release or disclose information from my own, my child’s or my ward’s clinical record at Dr. Amanda Bell, RSW and Associates and to receive information that is pertinent to my own, my child’s or my ward’s counselling with 
Dr. Amanda Bell, RSW and Associates, from the following sources: 
________________________________________________,
(Person / Agency Receiving or Releasing Information)
________________________________________________,
(Person / Agency Receiving or Releasing Information)

________________________________________________,
(Person / Agency Receiving or Releasing Information)
With respect to myself                      ____________________________ born: ______________________
and to my children  or wards            ____________________________ born: ______________________

                                                         ____________________________ born: ______________________

                                                         ____________________________ born: ______________________

                                                         ____________________________ born: ______________________

for the period _____________________________. 
                     (Insert Time Period)
I acknowledge and agree that I am waiving my right to confidentiality with respect to the records and information that are being disclosed pursuant to this consent.
I hereby release Dr. Amanda Bell, RSW and Associates, from any and all liability arising from the release and disclosure of my own, my child’s or my ward’s records and the receipt of information from the above sources. 
This consent is subject to revocation at any time except to the extent that the person instructed to make the disclosure has already taken action in reliance on it. If not previously revoked, this consent will terminate on __________________________ or upon written request to terminate consent.                                               
                   (insert date) 
__________________________________________                      ____________________________
Client’s Signature





          Date


____________________________________________                        

Print Name

__________________________________________                      __________________________
Client’s Signature





          Date


____________________________________________                        

Print Name

__________________________________________                      ____________________________
Child Client over 12yrs Signature



          Date


____________________________________________                       ______________________________         __________________      
Print Name                                                                                             Therapist Signature                                      Date


