Erin Calahan, M.S.
Marriage & Family Therapist/ Licensed Chemical Dependency Counselor
                                           (559) 825-1098 MFT.Erin@gmail.com


AUTHORIZATION FOR RELEASE OF INFORMATION

I,__________________________________, authorize the following agencies or persons:
		(Full Name)

AGENCY/ PERSONS A					AGENCY/PERSONS B

Erin Calahan, MS, LMFT, LCDC			________________________________
334 Shaw Suite 106					(Name, Title, Organization)
[bookmark: _GoBack]Clovis, CA 93612					________________________________
(559) 825-1098	      (Address)
                                                                                    ________________________________
		(City, State, Zip)
                                                                                    ________________________________
		(Phone Number)
                                                                                    ________________________________
		(Fax)
To make the following transaction:

____ Erin Calahan, MS, LMFT, LCDC (Agency/Person A) to disclose information specified below to Agency/Person B

____ Agency/Person B to disclose information specified below to Erin Calahan, MS, LMFT, LCDC (Agency/Person A)

____ Agency/Person A and B to disclose information specified below to each other.

Regarding (client’s name):_____________________________________________.
I authorize the release of the following information:_________________________________
For the purpose of:___________________________________________________________
This release is effective from _____________to_____________
I understand that I may revoke this consent at any time by giving written notice to the person or organization making the disclosure.
Client Signature________________________ Parent/Guardian Signature __________________
Witness Signature______________________ Date________
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	Erin Calahan, M.S., LMFT, LCDC 

	
	



