
Two-Way Records Release 
 

Complete this form only if you would like me to communicate with another facility or person. 
 
Date: _____________  Client’s name: ___________________________________   
 
DOB: ________________ Age: _______  SSN: ______________________ 
 
Parent/Guardian’s name (if applicable): _____________________  Relationship to client: 
_______________  
 
If there is a custody agreement:          Shared           Sole    Joint        Other: 
__________________________ 
 
Who has legal decision-making power for medical/psychological treatment? _____________ 
____________ 
 
Signature of legal decision-maker for treatment: _____________ 
___________________________________ 
 
Patient’s phone number: ______________________  Address: 
_____________________________________ 
 
I authorize a two-way release of records/information between the following 
individuals/facilities and Building Blocks Family Counseling:  
 

Facility/Person: ________________________ 
Phone: _________________________________ 
Fax:  ___________________________________ 
 
Type:  Entire record        Attendance           

Insurance info    Evaluation Results  
Other _____________________________ 

 
Valid for:       3 months        6 months         1 year 
 
I understand and verify that due to COVID-19 this is a virtual signature and has the same 
implications as a regular signature. 
_________________________________________________________________________ 
Signature       Date 
________________________________________________________________________ 


