
Release of Information Form

Client Name: ___________________________________________________________________

I hereby give authorization and permission for Leif H. Smith, Psy.D. to:

Obtain information from ____

Release information to ____

Exchang information with ____

The following individuals:

______________________________________________________________________________

Name Title or position

______________________________________________________________________________

Name Title or position

______________________________________________________________________________

Name Title or position

______________________________________________________________________________

Client Signature (or parent signature if under 18) Date




