
Medical WiWhdraZal HealWhcare ProYider ReporW 
ThiV fRUP iV XVed iQ addiWiRQ WR Whe SePeVWeU WiWhdUaZaO fRUP. If Whe iQfRUPaWiRQ VXbPiWWed b\ Whe heaOWhcaUe 
SURYideU iV iQVXfficieQW WR decide RQ Whe PedicaO ZiWhdUaZaO, a UeSUeVeQWaWiYe fURP Whe Office Rf Vice PUeVideQW & 
DeaQ Rf SWXdeQWV Pa\ cRQWacW Whe VWXdeQW¶V heaOWhcaUe SURYideU fRU PRUe iQfRUPaWiRQ. 

SWXdeQW IQVWUXcWiRQV 
1. CRPSOHWH WKH 6HPHVWHU :LWKGUDZDO IRUP.

2. CRPSOHWH DQG UHWXUQ WKLV IRUP GLUHFWO\ WR WKH DGGUHVV EHORZ YLD PDLO, ID[, RU HPDLO.

SWXdeQW IQfRUPaWiRQ (SOeaVe SUiQW) 
NDPH: 

LDVW FLUVW PURQRXQV GRXFKHU ID 

MDLOLQJ AGGUHVV: 
6WUHHW CLW\ 6WDWH =LS CRGH 

PKRQH:  EPDLO DGGUHVV: 

LiceQVed HeaOWhcaUe PURYideU IQfRUPaWiRQ 
NDPH: 

LDVW FLUVW 

7LWOH:  COLQLF/HRVSLWDO NDPH: 

MDLOLQJ AGGUHVV: 
 6WUHHW CLW\ 6WDWH =LS CRGH 

PKRQH:  EPDLO DGGUHVV: 

SWXdeQW SWaWePeQW aQd SigQaWXUe 
I, WKH DERYH-QDPHG VWXGHQW, KDYH DSSOLHG IRU D PHGLFDO ZLWKGUDZDO IURP GRXFKHU CROOHJH IRU WKH IROORZLQJ PHGLFDO UHDVRQ(V): 

I, ZiWh WhiV dRcXPeQW, aXWhRUi]e Whe UeOeaVe Rf PedicaO aQd/RU PeQWaO heaOWh iQfRUPaWiRQ beWZeeQ Whe abRYe 
SURYideU aQd aQ\ Rf Whe fROORZiQg GRXcheU CROOege adPiQiVWUaWRUV fURP WheVe RfficeV:  Vice PUeVideQW & DeaQ Rf 
SWXdeQWV, AVVRciaWe PURYRVW fRU UQdeUgUadXaWe SWXdieV, SWXdeQW HeaOWh CeQWeU, SWXdeQW CRXQVeOiQg CeQWeU, aQd 
ReVideQWiaO Life. IQ addiWiRQ, WheVe adPiQiVWUaWRUV Pa\ UediVcORVe Whe iQfRUPaWiRQ fURP Whe SURYideU aV ZeOO aV RWheU 
SeUWiQeQW iQfRUPaWiRQ cRQceUQiQg P\ Sh\VicaO RU PeQWaO heaOWh WR Whe fROORZiQg iQdiYidXaOV:  

PDUHQW/GXDUGLDQ:   PKRQH: 

OWKHU:   PKRQH: 

6WXGHQW¶V 6LJQDWXUH: DDWH: 

ReWXUQ fRUP: OIILFH RI 9LFH PUHVLGHQW & DHDQ RI 6WXGHQWV 
DRUVH\ 203, 1021 DXODQH\ 9DOOH\ 5RDG 
BDOWLPRUH,  MD  21204
EPDLO:  care@JRXFKHU.HGX 
FD[: 410-337-6494 



Student Name: ________________________________ 

Student ID #: ________________________________ 

Grad. Year:  ________________________________ 

DOB:   ________________________________ 

1021 Dulaney Valley Road 

Towson, MD 21204 

     P: 410-337-6481 

     F: 410-337-6005

You may revoke this authorization at any time, by writing to: Director, Goucher College Counseling Center.  The revocation will become effective on the  
date received by Director.  The recipient of information covered in this release may not make any further disclosure of the information without specific 
consent of  the student or his/her legal representative or as otherwise provided by law.    

Form 08-001 Version 02/2023

AUTHORIZATION FOR RELEASE OF CONFIDENTIAL RECORDS AND INFORMATION 

I, the undersigned student or legal representative, hereby authorize _______________________________________ 

□ to disclose     □ to receive     □ to exchange

the following information from my records in verbal, electronic and/or written form:

 Psychiatric evaluation from Date:________________

 Mental Health Records from Date:_______________ to Date:_________________

 History and Physical exam performed on Date:_____________________ Time: _________________________

 Lab reports**, x-ray reports, and other test results from Date:________________ to Date:______________________

 Verification of treatment

 Other:_____________________________________________________________

Purpose of disclosure of information (check all that apply): 

 At  client’s request

 Continuing care

 Verification of services provided

 Other:_____________________________________________________________

Person/institution to whom information is to be disclosed: 

 Self

 Goucher College Student Counseling Staff:_________________________________________________________________

 Goucher College Administration/Faculty/Staff: _____________________________________________________________

 Non-Goucher Recipient:  _______________________________________________________________________________

Address:_______________________________________________________________________________ 

Phone/Fax:  ____________________________________________________________________________ 

Expiration Date of Authorization (may not exceed one year): ______________ 

Student Signature _______________________________________________ Date:  ____________________ 

Signature of Legal Representative (if applicable):____________________  Describe authority to act for the student:____________________ 

I am aware that the records released may contain information related to sexually transmitted disease, HIV-status, 

alcohol/drug use, or mental health. I, specifically, PROHIBIT the release of the following information (SPECIFY): 

_______________________________________________________________________________INITIAL HERE:__________
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