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AUTHORIZATION FOR DISCLOSURE OF HEALTH INFORMATION

At times, an important aspect of therapy is coordination with other individuals or community agencies.   

I/We, hereby authorize:

Name:_______________________________________________________________________

Phone:_______________________________Email:___________________________________
To:  
Exchange information

Release information

Receive information

(Please circle above those that apply.)
With Tracey Herman Broome, LMFT, deemed necessary regarding treatment for:  

Name of Client:_______________________________________________________________________
DOB:   ______________ 

I/We understand that all information involved will be kept confidential from persons not authorized.  This consent will be considered valid for one year from date of signature.   This release can be revoked at any time.   A photocopy of this authorization shall be considered valid.

Signed:_________________________________________________Date:_________________




(Client)

Signed:_________________________________________________Date:_________________


    (If Minor, Parent or Legal Guardian)

Signed:_________________________________________________Date:_________________




(Therapist)
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