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[bookmark: _GoBack] AUTHORIZATION FOR RELEASE OF INFORMATION
              
I _______________________________authorize Jeff Strnad to release information to and receive information from:

___________________________________________________________________
(Name of Individual and Organization)

Address:  _____________________________________________________________________ 

Phone Number: _______________________________

Email: _____________________________________________

Reason for release:  Coordination of Care____ Emergency Only____

Limits of release: _______________________________________________________________
(state “none” if none)

This release expires when the therapeutic relationship is terminated or one year from the date below, whichever is earlier, but it is revocable by Patient at any time through a written request for revocation.

Patient Information

Name: ___________________________________________________ 

Address: ____________________________________________________________________

Date of Birth: ____________________    Phone Number:______________________________

The authorization for disclosure of information is made with informed consent. A scanned copy this release shall be considered as effective and valid as the original document.

Patient Signature: __________________________________________ 

Date: ____________________________
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