
AUTHORIZATION TO RELEASE/EXCHANGE INFORMATION

___________________

Date

I,_______________________________________________________

(Last Name, First, M.I. or
Maiden Name)

of ______________________________________________________

(Address)

________________________________________________________

(Date of Birth)


(Social Security No.)

hereby authorize and request ________________________________

(Name of individual or agency)

________________________________________________________

(Address of individual or agency)

to release to/exchange with _______________________ the following

(Name of doctor/therapist at Woodland Professional Associates)

information: _______________________________________________

____________________________ for the following purpose: _______

________________________________________________________

The protection of the confidentiality of information contained herein is required under Chapters 329 and 330 of the laws of the State of New Hampshire.  By signing this release, I acknowledge my permission to release/exchange only the specified information to the individual/agency I have named.

__________________________
  ____________________________

Witness


  
Signature (Please state if parent or guardian)

__________________________   ____________________________

Relationship




Date Signed

release.doc
Woodland Professional Associates ( 20 Mary E. Clark Drive Unit 8 ( Hampstead NH 03841
603.964.4869 ( 603.964.4980 fax

