
Consent Release of Information 


Name of Client: ________________________________________________

DOB: _________________________________________________________


I authorize:  
Therapist Name: _______________________________________________

Therapist Address:  ____________________________________________


To disclose and/or obtain information from the following:  

Name:  _______________________________________________________

Address:  _____________________________________________________

Phone:  _______________________________________________________

Email:  ________________________________________________________

Please sign below if you agree to have information about your therapy released to the above person/organizations.  

Signature of Client:  ___________________________________________

Date Signed:  ________________________________________________

Printed Name of Client: _______________________________________


