AUTHORIZATION TO RELEASE CONFIDENTIAL INFORMATION

Patient’s Name:

I authorize a two-way exchange of information between the following mental health
professionals, healthcare providers, agencies, or departments, as specified below, for the
purposes of coordination of services, treatment planning, and/or patient care.

Heather Stone, Ph.D.

Clinical Psychologist, PSY 21112
930 Mendocino Avenue Suite 203
Santa Rosa, CA 95401

Phone: (707) 291-7386

-and-

Signature of Patient Date



