North Carolina State University

Counselor Education Program

Authorization to Receive or Release Information 

I hereby authorize ________________________________________________________

to receive, release, or discuss information relating to my counseling services with/to

______________________________________________________________________________________________________________________________________________________

A photocopy of this authorization shall be as valid as the original.

Date ________________________ Signed ________________________________






       (signature of client and legal guardian)

Date ________________________ Signed ________________________________






             (signature of counselor trainee)

Date ________________________ Signed ________________________________






                       (site supervisor)

