
 State: ____ Zip: _____________ 

Phone: _____________________________________ Fax: ________________________________________________ 

Information released/requested confined to the following: 

Counseling & Psychological Services (CAPS) 
___ Courseload Reduction Information  ___ Financial Aid Appeal Letter Information 
___ Psychological & Counseling Evaluations & Progress Notes ___ Psychiatric Progress Notes, Evaluation & Medication Reports 
___ Lab Reports/Tests   

 Substance Use Disorders Sexual Assault 
__ I DO want it included __ I DO want it included  __ I DO want it included 
__ I DO NOT want it included __ I DO NOT want it included __ I DO NOT want it included 

This authorization automatically expires in 90 days unless otherwise indicated. 

Other Date/Event: _____________________________________________________________________________________ 

This information is intended only for the named recipient herewith. It may not be given to another individual or agency without the 
�S�D�W�L�H�Q�W�¶�V���F�R�Q�V�H�Q�W�����7�K�L�V���D�X�W�K�Rrization will expire 90 days from the date below. I understand that I may revoke this authorization and must 
do so in writing. I understand the revocation will not apply to information that has already been released in response to this authorization. 
I understand that authorizing the disclosure of this health information is voluntary and that I can refuse to sign this authorization. I need 
not sign this form in order to assure treatment. I understand that I may inspect or copy the information to be used or disclosed, except 


