Laura E. Forsyth, Ph.D.

805.795.2131

1601 Carmen Drive, Suite 211, Camarillo, CA 93010

Licensed Psychologist PSY 17938

Authorization to Release & Exchange Information

Date: 





Name: 







    DOB: 



I authorize Dr. Laura Forsyth to release and/or exchange information about me, or my minor child 




 with the person/agency named below.  This information may include current and/or prior psychological, alcohol/drug treatment or medical services, diagnostic impressions, educational and academic testing or performance, assessment findings, recommendations and/or other specific information listed below:

Information may be exchanged with:

Name/ Organization: 











Address: 












City/State/Zip: 











Phone: 


 Fax: 



  Email: 




Method of Release:  (  Mail   ( E-mail   (  Phone  (  Fax  (  Meeting

I understand that the purpose of this exchange is to: 

This information is to be limited as follows:

This consent expires on 

, or one year from the date below.  I understand I may change or revoke this consent by submitting a request in writing.  I understand I have a right to request a copy of this authorization.  A photocopy of this signed form is as valid as the original.
Signature:








 Date: 




Parent Signature (for minor): 






  Date: 





