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Shaw University Counseling Center
NOTICE OF DISCHARGE FOLLOW-UP
Patient Name: ID #: DOB:
Address: City:
State:  ZipCode:
Phone: (__) Email:
I request and authorize the specified medical facility:
To release the Protected Health Information of the patient named above to:
Ebhaw Campus Health Center |:|Shaw Counseling Center
EPatient:
|:|Mail to Address above
D:’ick-up
DE—maiI:
Information to be Released Purpose of the Release
|:|Billing Records DAttorney/LegaI
|:|Counseling and Psychological Records Ebontinued Patient Care
|:|Entire Record Dnsurance
Dmmunization Records DDarentaI/Guardian Communication
DDrescription History DDersonaI Use
D(—Ray Films |:bther:

118 E. South Street m Raleigh, North Carolina 27601-23%99
Phone: 919.546.8525 m Fax: 219.821.8403 m www.shawu.edu/Counseling
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