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Licensed Marriage and Family Therapist

1151 Dove Street Suite #245, Newport Beach, CA, 92660
949.300.8004 | www. TRACYKUHARCOUNSELING.COM

AUTHORIZATION TO RELEASE CONFIDENTIAL INFORMATION

1, , authorize to disclose information and records regarding

(Name of Client) A (Name of party to release information) A

whose Date of Birth is, ,to
(Name of Client) A (D.OB) A (Name of party to receive information) A

SUCH DISCLOSURE SHALL BE LIMITED TO THE FOLLOWING SPECIFIC TYPES OF INFORMATION ¥

THE DISCLOSURE OF INFORMATION AND RECORDS AUTHORIZED HEREIN IS REQUIRED FOR THE FOLLOWING PURPOSE v

This authorization will be valid from through

(Date) A (Date) A

TYPED OR PRINTED NAME AND DATE ¥

Date p

Handwritten signature  (X) ¥

X - Please sign and date this page. DO NOT WRITE HERE

Page 1 of 1 pages
Rev: May 2018—Web Rev: May 2018





