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Authorization to Release Confidential Information



This consent authorizes: _____________________________________________________________
                                                     (facility, program, organization, individual)

_____________________________________________________________
                                      (mailing address/phone number)

to release psychological, psychiatric, educational, and personal records on 

_____________________________	_____________________________	
 (patient’s name)			 		(patient’s date of birth)

To:  Melody Fortenberry, Ph.D.
       6750 Hillcrest Plaza Drive,  Suite 314
       Dallas, TX  75230
       Phone: (972) 458-9890
       Fax: (484) 842-7985

I understand that the specific type of information to be disclosed may include a history of the diagnosis and/or treatment, chemical or alcohol abuse and dependency.  This authorization will remain in effect, subject to my right to revoke at any time, through ______________________.
                                                                               (Date)


________________________________________          ________________
Patient Signature                                                                                                              Date Signed




_____________________________________________________                   _______________________
Parent Signature                                                                                                                Date Signed



