DR. TORIN T. SANDERS, Ph.D., LCSW

Case Name:________________________________________
AUTHORIZATION TO RELEASE CONFIDENTIAL INFORMATION

I hereby authorize
_______________________________________________________________________
(Name of person and/or agency who is disclosing information)

To release information on/about:
__________________________________________________________________
(Name of client)

To: 
Dr. Torin T. Sanders, LCSW (drtsanders@torinsanders.com)

DESCRIPTION OF INFORMATION TO BE DISCLOSED:
_____________________________________________________________________________
_____________________________________________________________________________

This consent is valid for 90 days; however, I understand that I have the right to withdraw this consent in writing at any time.

Signature_________________________________	Date: ______________________
Relationship to client: ________________________________
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