AUTHORIZATION TO OBTAIN/RELEASE INFORMATION

l, hereby authorize

Tarra Judson Stariell, Licensed Marriage, Family Therapist, to release/obtain

Information to/from

Name

Address

City State Zip

Phone FAX

This information will be released for the purpose of case consultation and/or

| understand that | may revoke this consent to release/obtain information at any time,
except to the extent that action has already been taken for the purpose(s) specified

above.

This consent will be valid from to

You may receive a copy of this authorization upon request.

Client’s signature Parent or guardian of minor client

Date Witness: Name and title

Tarra Judson Stariell, MFT, CBT e mfc 37920 ¢ 327 S. Ivy Street, Escondido, 92025

3636 Fifth Avenue, St. # 100 ¢ San Diego, 92103 e 760-294-2150 * FAX 760-294-2151
www. TheCenterForSelfDiscovery.com

Email thecenterforselfdiscovery@cox.net




