CONSENT AND AUTHORIZATION FOR RELEASE OF INFORMATION


I, _______________________, with a birth date of _______, and residing at _____________________________________, authorize __________________________ to disclose to and/or obtain from ____________________________ psychological, psychiatric and medical information concerning my treatment.

Revocation


I understand that I have a right to revoke this authorization, in writing, at any time by sending written notification to ________________________.  I further understand that a revocation of this authorization is not effective to the extent that action has been taken in reliance on the authorization.


I further understand that this consent will expire ninety (90) days after the date below if not acted on by that time.


I have received a copy of this authorization for my records.

_________________________________________________

Client






Date

_________________________________________________

Parent or Guardian




Date

_________________________________________________

Witness





Date

