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CONSENT TO RELEASE INFORMATION 
 
 
 
I, ____________________________________ , consent to release information regarding my  
 
Therapy and/or testing with ______________________________ to the following individual(s): 
 
_____________________________________________________________________________  
 
_____________________________________________________________________________  
 
 
I do not consent to release the following information (if applicable):  
 
_____________________________________________________________________________  
 
_____________________________________________________________________________   
 
 
I understand that I can withdraw my consent at any time. 
 
 
 
 
_____________________________________________________________________________  
Client Signature                                                                                      Today’s Date 
 
 
 
_____________________________________________________________________________  
Client’s Parent/Guardian (If client is under 18)                                      Today’s Date 


