Carol Cochrane Bass, M.A., LM.E.T.
Santa Cruz Family Therapy, PC

1840 41st Avenue, Suite 102 - Box 281, Capitola, CA 95010
MFC# 43343

santacruzfamilytherapy.com
Phone: 831.425.2277  Email carolcochranebass@gmail.com

AUTHORIZATION FOR THE RELEASE OR EXCHANGE OF INFORMATION

Patient Name: DOB:

I, the undersigned, hereby authorize Carol Cochrane Bass, LMFT to release or exchange information

pertaining to my therapeutic issues and concerns with:

Provider’s Name:

Phone/Address:

Information To Be Released or Exchanged:
Medical information and/or records, including medication history
Psychiatric/therapeutic information and/or records

Psychological testing and evaluation results

__ Other: (specify)

Patient Signature Date

This consent is subject to revocation or modification in writing by the Patient at any time except to the extent that
action has been taken in reliance hereon. If not revoked or modified, this consent shall terminate

on . (date of revocation, if any.)
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