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Authorization for Release of Medical or Mental Health Information
By completing this form, you are authorizing the disclosure of individually identifiable health information, as
outlined below, consistent with California and Federal law concerning the privacy of such information.

Client Name: Date of Birth:

Address: Phone:

Expected Graduation Year:

| authorize: (person or facility that has medical and/or I To release or
mental health information) I 7o exchange medical and/or mental health infor-
mation to/with:
Name:
Address: Name:
Address:
Phone:
Fax: Phone:
Fax:
Types of Disclosure:
[C Verbal Information [T Letter/Summary [ Other:

I Copies of Records: Please Circle: Medical Records Mental Health/Counseling Records Both
Please note any restrictions:

Purpose of Disclosure (Required):

Expiration of Authorization:
Unless otherwise revoked, this Authorization expires on

If no date is indicated, the Authorization will expire 12 months after the date of my signing this form.

Signature of Client Signature of Provider Date

| request that this authorization be revoked immediately (effective on the following date):

Signature of Client:




