Anne-Marie Hoyle, LCSW

	
	CLIENT AUTORIZATION FOR RELEASE OF CONFIDENTIAL RECORDS/INFORMATION
	

	I, __________________________________________hereby grant permission to Anne-Marie Hoyle, LCSW to  

 Release information to:  ____ and/or receive information from: ___     the person or entity listed below.

	name:
	

	address:
	

	
	

	telephone:
	

	fax:
	

	email:
	

	

	*RECORDS TO BE RELEASED
	*PURPOSE OF DISCLOSURE

	SYMBOL 168 \f "Wingdings"
	Diagnostic information and progress information
	SYMBOL 168 \f "Wingdings"
	Coordination of Care

	SYMBOL 168 \f "Wingdings"
	Other:  ________________________________
	SYMBOL 168 \f "Wingdings"
	Other:  ________________________________

	

	

	SYMBOL 168 \f "Wingdings"
YES
	SYMBOL 168 \f "Wingdings"
NO
	*I have been fully informed and understand the request for my consent, as described above. 

	SYMBOL 168 \f "Wingdings"
YES
	SYMBOL 168 \f "Wingdings"
NO
	*I understand that my consent is voluntary and may be revoked at anytime.

	SYMBOL 168 \f "Wingdings"
YES
	SYMBOL 168 \f "Wingdings"
NO
	*I approve verbal and written communication with the above designated persons or agencies.

	This release is effective for 6 months from the date of consent unless revoked by the adult client, parent, or guardian.

	Restrictions (if any): _________________________________________________________________________

	
	
	

	
	
	

	*signature of client
	
	*date

	
	
	

	*signature of witness
	
	*date

	
	
	


Mind and Body Psychotherapy

4201 Marathon Blvd., Suite 206, Austin, TX 78756

Phone: 832-969-0822 * Fax: 512-451-3498 * mindandbody@annemariehoyle.com

