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AUTHORIZATION FOR RELEASE OF MENTAL HEALTH INFORMATION 
 

I, ___________________________, hereby authorize _____________________ to  

release/receive information regarding ________________, ID #______________ to/from  

Name/Organization:_______________________________________  

Address:_________________________________________________  

Phone Number:__________________   Fax Number: ________________________ 

The purpose of the release: ________________________________________________ 

______________________________________________________________________ 

Information to be released: ________________________________________________ 

______________________________________________________________________ 

Authorization to expire on ___/___/______ or upon the happening of the following event:  

[] end of school term    [] end of psychotherapy   [] end of medical treatment 

[] other: _____________________________________________________________   

I understand my authorization may be revoked, in writing, at anytime.  

 
_____________________________   ______________________ 
Name of Patient/Legal Guardian   Signature   
 
_____________________________   _____________________ 
Relationship to Patient         Date   


