Dr. Bertie Wai, PSY.D
Clinical Psychologist & Psychotherapist
10/F, Central Building, 1-3 Pedder Street
91474234

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 expireon _ /  / 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



