Jill Brickman, Psy.D.
Licensed Clinical Psychologist

330 W. 58th St., Suite 203 | New York, NY 10019
111 N. Central Ave., Suite 240 | Hartsdale, NY 10530

Phone: 347-560-1782 | Fax: 347-214-6637

jill.brickman@gmail.com | www.drjillbrickman.com

CONSENT FOR RELEASE / RECEIPT OF INFORMATION
Re: _______________________________________
 
Date: _________________

I hereby authorize Dr. Jill Brickman and associates to:

□ release information to

□ obtain information from 

Name: ________________________________________________________

Address: ______________________________________________________



   ______________________________________________________

Phone: ________________________________________________________

The following specific information:

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
The purpose for releasing this information is:

__________________________________________________________________________________________________________________________________________________________________________
I understand that the information to be released is confidential and protected from disclosure.  I also understand that I have the right to cancel my permission to release information at any time before it is released.  I understand that my consent to release information will expire one year from the above date if not acted upon prior to that time.

Name (Print): ___________________________
Signed: ________________________________
Relationship: ___________________________
Date: _________________________________
