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By signing this document, T, (name of patient) _§ LS ginafice {3&\

*Parient”) hereby authorize (name of provider), TN Ees ~ -) :
. e e “Previder”) o disclose mental healdh g ¢ ") 2

ment informarion and records obrained in the cousse of Provider’s tw«ﬁi.nm

including, bur not limited-to, Provider's diagnosis of Patent, -to (name and functions

the person or entity 1o whom disclostg is made)

- 1 -
I-understand rhat 1 have a right to receive a copy of this authorization. 1 understand
that any cancelladion of modification of this auchorization must be in writing. 1 under-
stand that I have the righ to revoke this authorizadon at any tirae unless Provider has

wken acrion in reliance upon ic. And, Ialso understand that such revocation must be
in writine and received by Provider at {insert provider's address)

o be effective.
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The specific uses and: limirations on the types of medical information to be discussed

are as follows:

This disclosure of informpation and rerords authorized lfy Pacient j§ required for
following purpose: __] O (éfa P ‘eusf" = %

Such disclosuse shall be fimited o the followi_nF specific types of informarion: E \{54\
et ‘ - Il Tad oV w SGEA O

Provider shall not condition treaument upon Paricat signing this authorizadon.’

Parient has the right to refuse to sign chis form.

Patienc understands char informaion used or disclosed pursuant to this authorization

may be subjéct t© re-disclosure by the recipicnt and may no longer be protected by the B
Federal Privacy Rule, although such information may be protected by applicable : -
California law.

{go &&&4; o ' : :
ﬂf{zf[}ofs s “
"'Zi'ﬁ]?«m =4 .

This aoghori: g all remain valid unzil:
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