
Given Name: _____________________________________

Date of Birth: _____________________________________

Is this a shared phone?  Yes               No

May Coalition staff leave a message?   Yes              No

May Coalition staff identify themselves as calling from the Coalition?  Yes              No

I consent to releasing the information below to Coalition for Family Harmony for follow-up support and
information about resources. Any information disclosed during in-person or telephone support may be
shared with other Coalition for Family Harmony staff for follow-up and coordinated efforts to support
me. I can decline consent anytime without affecting my right to future services.

Referring Agency: ____________________________

Lived/Chosen Name:  ____________________________________

Pronouns: _________________________________________________

Ethnicity: __________________________________________________

City: ________________________________________________________

My signature confirms that I was able to ask questions about my rights to client confidentiality, and
all of my questions were answered.  

Client/Parent Signature:  ___________________________________________________         Date:  _________________________
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Consent to Release Information
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Telephone Number:  ______________________________________________

If no, how would you like the advocate to identify themselves (ex. friend)?  
___________________________________________________________________________________________

Email:  ______________________________________________________________________________


