Michele Pelnar, MA, MFT 49517                  Today’s Date___________

2477 Washington Street Suite 5
San Francisco, CA 94115

CONSENT FOR RELEASE OF CONFIDENTIAL INFORMATION

I, _____________________________(client/parent/guardian’s printed name) hereby authorize _______________________ to communicate with the following person(s) about me/ my child _______________________for the purpose(s) of ____________________________________________. 
Name                

Address                                    Phone Number

___________________ ____________________________ _________________ 

___________________ ____________________________ _________________

___________________ ____________________________ _________________ 

By signing this release, I understand that the information that will be disclosed is otherwise confidential, and may be communicated in written and/or oral form.

I understand that I may withdraw this consent at any time, either verbally or in writing except to the extent that action has been taken in reliance on it.

Name of client/parent/guardian (printed): ________________________________
Signature: ___________________________________     Date: _______________

Signature of therapist___________________________    Date:_______________
This consent for release of confidential information will expire one year from the date of signature.
