(Your Logo, Name, Company and Address)

Release of Information Form

I hereby give my permission for the mutual exchange of information between (Your name and Desigantions) and ________________________________(Name of other professional your are requesting information from.)

For the medical and/or psychological records of: (Your Client’s Name)



This information will be used exclusively in the service of this client and will not be shared with any other parties. The permission can be revoked at any time. 


This release of information is valid from __________________ to ____________________

Signature of client, parent or guardian: 

______________________________________________________

Client’s address: 

_____________________________________________________________________

Client’s date of birth: 

_____________________________________________________________________

Counsellor’s signature: 

______________________________________________________________________
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