
 

 

 

 

Authorization for Release of Information 

Date:_____________ 

Client Name:_________________________________Client Email:________________________ 

Client DOB:___________________  Client Phone Number:______________________________ 

Client 

Address:_______________________________________________________________________

______________________________________________________________________________ 

I, ___________________________________authorize the parties below to release to each 

other confidential information about me or my child__________________________, including 

but not limited to history, functioning, symptoms, diagnoses, treatment, prognosis, etc. for the 

purpose of 

______________________________________________________________________________

______________________________________________________________________________

_____________________________________________________________________________. 

Name:___________________________________ Name:____________________________ 

Address:_________________________________   Address:___________________________ 

________________________________________ __________________________________  

________________________________________ __________________________________ 

Phone:__________________________________   Phone: _____________________________ 

Email:__________________________________ Email:______________________________ 

This consent shall be valid from __________________ to __________________. I understand 

that I may revoke this Release of Information, in writing, at any time, except to the extent that 

it has already been acted upon. A photocopy, email, fax of this release is to be considered as 

valid as the original. 

I hereby release the parties named above from any liabilities for release of this information. 

Signature of Client (or Parent or Guardian of Client if Client is a 

minor):__________________________________ Printed Name:________________________ 

Date:_________________________   


