

Dr. Mary A. Patton, Ph.D., LPC.
# 1-888-796-0552    www.drmpatton.com  


PERMISSION TO RELEASE CONFIDENTIAL INFORMATION 

I, ________________________________________________, hereby authorize Dr. Mary A. Patton, Ph.D., LPC to release/receive confidential psychological information and records regarding: 

	______________________________________________________________________
Client Name and Date of Birth

To/From: ________________________________________________________________________
Name/Facility
	________________________________________________________________________
Address
	________________________________________________________________________
Telephone
	________________________________________________________________________
Fax 

I understand that I may revoke this consent that any time by informing Dr. Mary A. Patton, Ph.D., LPC in writing, except to the extent that action had already been taken in reliance on it.  In any event, this consent shall expire ninety (90) days after the official termination of treatment or at the time specified:   ________________________________________ (specify date or event; one year is standard).  


In signing this consent, I hereby release the above parties from any and all liability arising there from. 

________________________________				_______________________________
Client/Guardian Signature					Date
 



