
 

Jennifer Bishop, LCSW 
6855 Communications Parkway, Suite 220, Plano, TX 75024 

214-299-3758    jenna@bishopscounseling.com  

CONSENT TO RELEASE INFORMATION 

This document authorizes Jennifer Bishop, LCSW to exchange confidential information concerning  
_______________________________________________________ with the following person(s):  

          (Client Name/ Names) 

Please check all that apply:  

______Insurance Company/ EAP/ Managed Care   ______Other: _________________________ 

______Relative  Name:____________________________ Relationship:_________________________ 

Home #:______________________Cell #:____________________Email:________________________ 

______ Psychiatrist: ______________________________ Number: _____________________________ 

______ Primary Care Physician: _______________________Number: __________________________ 

______ Therapist: ___________________________ Number: __________________________________ 

Refused contact with:      ______Primary Care Physician        _______Psychiatrist  

The purpose of this disclosure is as follows:  

______ Authorization/ Utilization Review         _______ Payment/ Billing 

______ Coordination of Care                _______ Other ________________________ 

I acknowledge that Jennifer Bishop, LCSW may return calls by cellular phone.  

I understand that I may revoke, in writing, my consent to allow the above named counselor to release this 
information at any time, except to the extent that action will have been taken on information released 
prior to the revocation of my consent. Otherwise, this consent is valid until counseling ends. 

Client Signature/Date_____________________________________________________Date:_________ 

2nd Client Signature/Date_________________________________________________ Date:_________ 

Parent/Guardian (if client is a minor)_________________________________________Date:_________ 

Witness/Therapist _______________________________________________________ Date:_________ 




