
Anna M. Adams Psy.D. 
Center for Social Emotional Wellness Ltd. 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 
355 W. Dundee Road, Suite 200  Buffalo Grove, IL 60089                                         Phone: 847-541-4878 

 
WRITTEN CONSENT FOR DISCLOSURE OF RECORDS AND COMMUNICATION 

 
Client Name: ____________________________________ Date of Birth: __________________ 

I, _____________________________________________ hereby authorize Anna M. Adams 
Psy.D. Center for Social Emotional Wellness Ltd. to exchange information verbally or in writing 
for the purpose of treatment planning, psychological assessment, and/or coordination of services 
with the following facility or provider: 

Facility/Provider Name: __________________________________________________________ 

Address: ______________________________________________________________________ 

Phone: _______________________________________________________________________ 

I further consent to have the following pertinent professional information disclosed: 

 ☐ Case Progress     ☐ Diagnostic Assessment 

☐ Medical/social/family history   ☐ Consultation reports 

☐ Treatment records     ☐ Academic and behavioral progress in school 

☐ Treatment summary (including goals and recommendations) 

☐ Psychological/psycho-educational/neuropsychological testing reports 

☐ Other (specify): _____________________________________________________________ 

 
This consent is valid until: ___________________________ 
 
I understand that I have the right to inspect and copy the information to be disclosed.  I may 
revoke this consent in writing at any time.  I hereby hold Anna M. Adams Psy.D. Center for 
Social Emotional Wellness Ltd. harmless from any liability or damages which arise pursuant to 
the use of this authorization.  

Client Signature: _____________________________ Date: _________________________ 
     (Clients 12 years or older must sign) 
 
Witness Signature: ____________________________ Date: _________________________ 
 
*No facility/person to whom any information is disclosed may re-disclose such information unless the above signed 
client specifically consents to such re-disclosure 


