
3509 Hulen Street, Suite 207
Fort Worth, TX 76107
817-731-3700

Authorization for Release of Information

I, ________________________________ give permission to
				(Client Full Name)             

Laura Dart, LCSW
To: 
Release Information To 
Receive Information From 
Discuss With

_____________________________________________________
(Primary Care Physician, Therapist, Hospital, Agency, School, ETC.)

____________________________________________________
Street Address

____________________________________________________
                             City                                          State                                           Zip

(__________)__________________________________________
Phone Number

(__________)__________________________________________
Fax Number
	 Clinical Notes
	Treatment Summary

	Discharge Summary
	Psychological Testing

	Medical History
	Social History

	Psychiatric Assessment
	School Records

	Other____________________________________________________


I expressly understand and agree that no legal responsibility of liability of any nature shall attach to Ridglea Family Guidance or its agents in acting upon this authorization and request. This consent is subject to revocation by the patients at any time. This release will be in effect for the length of time in treatment. A photocopy of this consent should be honored the same as the original.


______________________________		______________________________
Clients PRINTED Name		   		Signature

______________________________		
Date
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