JOSEPH MERRELL III, ACSW

CLINICAL SOCIAL WORK PRACTICE


CONSENT FOR POST-TREATMENT CONTACT

I hereby give permission to Joseph Merrell III, ACSW to contact me at regular intervals, over the next three years, for the purpose of determining my recovery status and progress. I understand that any information from such contacts will be entirely confidential and will be used in-part to guide service improvement efforts.

_________________________________                  __________________________
Client Signature                                                                       Date
____________________________________                     ____________________________

Staff Signature                                                                           Date
WHERE HOPE AND HEALTH COME TOGETHER

