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AUTHORIZATION OF RELEASE OF INFORMATION

Client name:______________________________________________ Date of birth:_________________

I authorize Dr. Lydiana Garcia to release information as described below to:

Name:_____________________________________________________________________________________

Address:___________________________________________________________________________________

Information to be disclosed:

· Medical record – pertinent
· Medical record – complete
· Records necessary to secure payments
· Discharge summary
· Psychological Evaluation
· Other:_____________________________________________________________________________
 
Dates of service related to the above: From ____________________ To___________________

Unless otherwise revoked, this Authorization expires _______________ (insert applicable date or event). If no date is indicated, this Authorization will expire 12 months after the date of signing this form.


_____________________________________________			____________________________
Signature of client							Date


_____________________________________________
Printed name of client
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