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AUTHORIZATION TO OBTAIN INFORMATION

I, ______________________________________________________________ authorize

_____________________________________________  to  release  to  the  Center  for 

Psychotherapy,  Inc.  and/or  the  treatment  provider  the  following  information: 

_______________________________________________________________________

______________________________________________________________  from  the 

medical or mental health record of _________________________________.  The dates 

of treatment covered by this release are as follows:______________________.

I  understand  that  the  medical  or  mental  health  record  to  be  released  may  contain 
information pertaining to psychiatric and/or substance abuse diagnosis and treatment, and 
may also contain confidential HIV (AIDS) – related information.  I understand that the 
information released by this consent shall not be further released in any way to any other 
person, entity, or others without additional written consent from me.  I understand that I 
may withdraw this consent at any time prior to the release of the above information.  This 
consent, if not withdrawn, will expire on ________________________ or 180 days from 
the date below.

__________________________________________ __________________
Patient Signature Date Signed

Patient’s Date of Birth:______________________

__________________________________________ ________________________
Guardian’s Signature Witness
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