
Robert Wilkins, MS, LPC, MAC  
E-Mail: BobW@AddictionTherapyBeyondTreatment.com 
Phone: 706-662-7115  
FAX: 866-411-4739   

 Authorization for Release of Information 
I, (First/Last Name) _______________________________________________, hereby authorize Robert Wilkins, MS, 

LPC (GA.), MAC (NAADAC) to obtain from or to release to: 

____________________________________________________________________________________________ 

Name or agency providing or receiving information:  

 

Address____________________________________________________________________________________  

___________________________________________________________________________________________ 

City_______________________________________________________________________________________ 

State__________________________________________________  zip_________________________________  

Phone #___________________Fax#____________________ E-mail: ___________________________________ 

 
any information from my records and any specific portion thereof deemed necessary for providing proper care for me 
while I am in therapy. All information I hereby authorize to be obtained from or released to Mr. Wilkins will be held strictly 
confidential and cannot be released by him without my written consent. I understand this authorization will remain in effect 
for the period necessary to complete all transactions related to services provided for me. I understand that except to the 
extent that action has been taken which was based on my consent, I may withdraw this consent at any time. 
 
This consent will expire on ___________________________| __________________________________ 
                                               Date                                                           Signature of Client or Authorized person 
 
                                               ______________________________ | _______________________________________ 
                                               Date                                                          Signature of Witness 
 
                                               _________________________| _____________________________________________     
                                               Date                               SIGNATURE IF CLIENT WITHDRAWS CONSENT GIVEN ABOVE  
 
 
I give my permission for Mr. Wilkins to contact me at the following numbers and E-Mail address  
 
____________________________________________________________________________________  
 
In the event he cannot reach me; I give him permission to leave a message, for contact purposes, with voicemail, person 
and/or answering machine. 
 
If you and your partner decide to have couples therapy, what you have said in individual sessions will be considered to be 
a part of the couple’s therapy, and can and may be discussed in joint sessions. Parameters will be discussed prior to 
beginning couples sessions. 
 
Be aware that E-mail correspondence is not considered to be a confidential medium of communication 
 
This message and the documents attached to it, if any, contains confidential information from or to Robert Wilkins is 
intended only for the use of the addressee and may contain information that is Privileged and Confidential under 
applicable law. If you are not the intended recipient, you are hereby notified that any dissemination of this communication 
is strictly prohibited. If you have received this communication in error, please delete all copies of this message and its 
achments, destroy any hard copies you may have created and notify Bob immediately. Please feel free to email Bob with 
any questions or concerns at BobW@AddictionTherapyBeyondTreatment.com  
Complete this form and mail via USPS First Class Mail to: Robert Wilkins 


