AUTHORIZATION TO RELEASE INFORMATION

Diana Ali, PhD, Psychologist
119 Figueroa St. Suite 7
[bookmark: _GoBack]Ventura CA 93001
(424) 625-9718


Client Name:_______________________							

Date of Birth:_______________________

I hereby authorize Diana Ali, PhD to (initial all that apply): 

_____ obtain information from the following   _____ release information to the following


Name:____________________________Relationship:__________________________

Address:______________________________________________________________

Phone:___________________________Fax:_________________________________ 

Please initial and describe below:

_____ I authorize for the following documents/information from the records to be released:

________________________________________________________________

_____I authorize this release of information for the specific purpose of: 

______________________________________________________________

I understand that my authorization will remain effective from the date of my signature until _______________________, and that the information will be handled confidentially in compliance with all applicable federal laws. I understand that I may see the information that is to be sent, and that I may revoke the authorization at any time by written, dated communication. I have read and understand the nature of this release.


_________________________________		___________
Client Signature						Date

_________________________________		___________
Witness Signature						Date
