Adrienne Panter, PsyD, LPC
PSY.0005030
LPC.0012827

1032 ¥ Main Street, suite #21
Durango, CO, 81301
(970) 946-8123

Authorization for Use or Disclosure of Medical Information

Person receiving services

I S S
Name Date of Birth

) -
Address Home Phone Number

Check the appropriate box to indicate what information may be used or disclosed:
a.Allrecords []
b. Records specific to []

Who you are authorizing to release your medical information:

Name of provider/agency/person authorized to release information

Who you are authorizing to receive your medical information:

Name of provider/agency/person authorized to receive information

Address

In completing your acknowledgement you understand that:

* You do not have to complete this authorization and your refusal will not affect your
benefits unless this authorization is necessary to determine your benefits.
* You have a right to receive a copy of this signed authorization.

Signature of person receiving services Date

Parent and/or Guardian (if applicable)* Date

*Minor Children must sign a release after 14 years of age.



