Authorization to Release Confidential Information

I, [Name of Client] 











______ 

Hereby authorize: [Name, Title, Organization, Address, Phone Number, Fax] ____________________________________________________________________________________________________________________________________________________________________________________ to release confidential information obtained during the course of my treatment to [Name, Title, Organization, Address, Phone Number, Fax] 


















_________________.
This Authorization permits the release of the following information:

____ Any and All Information Necessary

____ Diagnosis

____ Treatment Plan

____ Prognosis

____ Progress to Date
____ Clinical Test Results
____ Dates of Treatment  

____ Patient Records
____ Summary of Treatment

____ Other [specify] _












I authorize the release of the information described above for the following purpose(s): 

The recipient may use the information described above solely for the following purpose(s):

I understand that I have a right to receive a copy of this authorization. I also understand that any cancellation or modification of this authorization must be in writing.

This Authorization shall remain valid until:  

                     [One year from today’s date or other]
By: 



 Date: 






(Client and/or Client’s Representative*)
__________________________________________ Date: _______________________________

(Client and/or Client’s Representative)
*If signed by other than Client, please indicate the relationship between Client and his/her Representative:

Carol Montgomery Brosnac, MA, LMFT, Licensed Marriage & Family Therapist

5637 N. Figarden Drive, Suite 116, Fresno, CA 93722, (559)999-8948 phone, (888)534-1695 fax, cmbrosnac.psychotherapy@gmail.com
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