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Date________________

AUTHORIZATION FOR THE RELEASE OF CONFIDENTIAL INFORMATION

I, _____________________________________ give Jeffrey W. Smith, MFT permission

to speak with the following person(s):

for the purpose of providing information related to the psychological and or

physiological history or conditions for which I am being or have been treated.

This authorization is in force from this date forward and may be revoked by

me, in writing, at any time I so desire.

Patient: 


 ___________________________

Therapist:
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Parent: (if minor child) ___________________________

