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CONSENT FOR RELEASE OF INFORMATION
_____________________________________________________________________________________________


First     

Middle


Last



Date of Birth

A.
I authorize_________________________________________________________________________

(Person, agency, school, physician, etc.)

_______________________________________________________________________________________________
(Address)

to release to WESTLAKE PSYCHOLOGICAL SERVICES, PLLC the following information:

_______________________________________________________________________________________________

_______________________________________________________________________________________________

for the specific purpose of:_________________________________________________________________________

_______________________________________________________________________________________________

This authorization includes oral communication.

B.
I authorize WESTLAKE PSYCHOLOGICAL SERVICES, PLLC to release to ____________________________
______________________________________________________________________________

(Person, agency, school, physician, etc.)

______________________________________________________________________________

(Address)
the following information:__________________________________________________________________________

_______________________________________________________________________________________________
for the specific purpose of:_________________________________________________________________________
_______________________________________________________________________________________________
This authorization includes oral communication.

(Place a large X through the unauthorized paragraph, A or B, when both are not authorized.)

I have read and do understand the above consent for releasing information, and I do sign this authorization for release of information freely, voluntarily, and without coercion.  I understand that my records are protected under federal and State confidentiality laws and regulations and cannot be disclosed without my written consent unless otherwise provided for in the regulations and laws.  I also understand that I may revoke this consent at any time except to the extent that action has been taken in reliance on it; and that in any event this consent expires automatically as described below.  Specification of the date, event, or conditions upon which this consent expires:______________________________________________________________

Signed this________________day of________________________, 20_______.

___________________________________________

__________________________________________

Signature of client






Signature of parent, guardian, or authorized person, if applicable
___________________________________________


Signature of witness








