yar— \) Counseling Services
=35 P.0. Box 1017 « Binghamton, New York 13902

Voice: {607) 778-5210 Fax: (607) 778-5204

Informed Consent for Treatment
My signature below indicates that | have read and received a copy of the SUNY Broome Community
College’s Counseling Services Informed Consent and agree to its contents, consenting to treatment:

Date Student’s Signature

Date Counselor/other witness’s Signature

IF CONSENTING PARTY IS OTHER THAN THE STUDENT:

I, , hereby consent to treatment for my minor child.

Date Signature of consenting party

Relationship of consenting party

Release of information regarding status in counseling

PLEASE DO NOT SIGN UNTIL YOU MEET WITH A COUNSELOR:

In the event that my name should come before the Students of Concern Committee (SOC) or the
Campus Assessment, Response and Evaluation Team (CARE), my signature below indicates that I
agree to let my counselor disclose my status in counseling services. No other information will be
shared without an additional release of information.

Date Student’s Signature

Date Counselor’s Signature



Broome Community College PO Box 1017
Counseling Services Binghamton, NY 13902
' 607-778-5210

Consent for Release of Information

I, the undérsigned, request

(Name of Agency or Person)

(Address)
to disclose and/or receive the following information.

Extent or Nature of information to be disclosed:

Need for the disclosure:

Name or title of the person or organization to which the disclosure is to be made:

I UNDERSTAND THAT SUCH DISCLOSURE IS BOUND BY REGULATIONS GOVERNING THE
CONFIDENTIALITY OF MEDICAL/ PSYCHIATRIC RECORDS AS WELL AS TITLE 42 OF THE CODE OF
FEDERAL REGULATIONS THAT GOVERNS THE RELEASE OF ALCOHOL AND DRUG ABUSE
INFORMATION FROM PATIENT RECORDS, AND THE REDISCLOSURE OF THIS INFORMATION TO A
PARTY OTHER THAN THE ONE DESIGNATED ABOVE IS FORBIDDEN WITHOUT ADDITIONAL
WRITTEN AUTHORIZATION ON MY PART. I ALSO UNDERSTAND THAT I HAVE THE RIGHT TO
CANCEL MY PERMISSION TO RELEASE INFORMATION AT ANY TIME BEFORE IT IS RELEASED. I
UNDERSTAND THAT MY AUTHORIZATION TO RELEASE INFORMATION WILL EXPIRE 90 DAYS
FROM THIS DAY UNLESS I AGREE TO A WORKING RELEASE, IN WHICH CASE MY CONSENT TO
RELEASE INFORMATION WILL EXPIRE ONE YEAR FROM THIS DATE. MY AUTHORIZATION TO A
WORKING RELEASE IS EVIDENCED BY MY INITIALS HERE:

- Signatui*e of Client Date Signature of Parent/Guardian Date
(when required)
Print Name of Client - Print Name of Parent/Guardian
Date of Birth , Relationship to Client
Address:
Witnessed by me this Day of , 20
Name/Signature Position

: Date Information Released:
white— BCC yellow — Agency/Person  pink - Student
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