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Gregory Family 1, Inc.
Authorization to Release Information Form

Date

Client Name DOB

Address

Client Initial | authorize Tim Gregory, MA, LMFT to. . .
Provide infor mation to:

Name/Organization

Address

Phone Fax

Information to be released and purpose:

Request information from:

Name/Organization

Address

Phone Fax

Information requested and purpose;

| understand that specific information can be released and received from Timothy L. Gregory, MA, LMFT with this consent. | can cancel this
consent at anytime, but | understand that the cancellation will not affect any information that was already rel eased before the cancellation. |
understand that my notice of cancellation must bein writing. | understand that information about my case is confidential and protected by federal
and state law. | approve the release of thisinformation. | understand what this agreement means, and | am satisfied with any explanations | may
have requested and received.

To those receiving thisinformation under this authorization:

Thisinformation disclosed to you is protected by federal law. Y ou are not authorized to release it to any agency or individual not listed on this
form without specific written consent of the person for whom it pertains. If you havereceived thisreleasein error, destroy it immediately and
contact the sender.

Client Signature Date




