
Keith Miller, MSW, LICSW 
1320 19th Street, NW 

Suite 200 
Washington, DC 20036 

202-629-1949 
www.keithmillercounseling.com 

Consent for Release of Information 

 

 

I, ___________________________, hereby grant authorization to Keith Miller to 

(choose one please):  

 

    Disclose only dates of our sessions together... 

 

 Disclose only dates of sessions as well as information about the reason for my 

 treatment and the nature of the treatment...  

 

 Disclose all of my records (if necessary), treatment information, and any and all 

 information about me relevent to the third party named below...  

 

To the following individual(s): _____________________________________________ 

 

_______________________________________________________________________ 

 

 

 

I hereby give my consent for:  

 

     The time period of ____________ to _____________

      or 

     One year from today’s date (if above is left blank) 

 

 

_________________________________________ 

Signature of person authorizing release of information 

 

_________________________________________ 

Printed Name 

 


