
Jordan Shafer, MS, LPC 
1709 Savage Dr ive  

P lano, TX  75023  

(972) 527-9563 (fax)                                           www.CompassionWorks.com 
(972) 342-2448                                                                                                                                     jshafer@CompassionWorks.com   

Consent To Release Or Obtain 
Psychological/Psychiatric Information   

I, ___________________, he re b y authorize Jord an Shafe r, MS, LPC, to d isclose 

information ob taine d in the course of my p sycholog ical counse ling with him to 

____________________.  The d isclosure of information is authorize d he re in as 

re quire d for the p urp ose of p rovid ing me with full and comp le te me ntal he alth 

services.     

I furthe r authorize ______________________ to d isclose p e rtine nt tre atme nt 

information to Jord an Shafe r, MS, LPC.  The d isclosure of information is authorize d 

he re in as re quire d for the p urp ose of p rovid ing me with full and comp le te me ntal 

health services.    

This conse nt is sub je ct to re vocation b y the unde rsig ne d at any time e xce p t 

to the e xte nt that action has b e e n take n in re liance the re on, and if not e arlie r 

revoked, it shall terminate on (projected end of treatment with Mr. Shafer): 

__________________________________________________________________________. 
(date, event, condition)   

_____________________________________  
Client Signature   

_____________________________________ 
Date 


