
Authorization To Disclose Information

Name:!! ! ! ! !

Completion of this document authorizes the disclosure and/or use of individually 
identifiable health information to the hospital, facility, or individual named.

I, ! ! ! ! !  authorize Whitney Clarke, Psy.D. to disclose health 
information obtained in the course of my treatment to:

! ! ! ! ! ! ! ! ! ! ! ! !

! ! ! ! ! ! ! ! ! ! ! ! !

! ! ! ! ! ! ! ! ! ! ! ! !

! ! ! ! ! ! ! ! ! ! ! !
Signature! ! ! ! ! ! ! Date

________________________________!! ! ______________________
Signature of guardian! ! ! ! ! Date

____________________________________________________________________________________

	

Whitney Clarke, Psy.D.                                                                                                               1738 Union St  Suite 200

Licensed Psychologist                                                                                                                San Francisco, CA 94123

ph: 415.420.7431                                                                                                              www.asanfranciscotherapist.com

http://www.asanfranciscotherapist.com
http://www.asanfranciscotherapist.com

