Melanie Zermeno MD

4001 West Alameda Ave., Suite 102
Burbank, CA 91505
Phone: (818)569-0237  Fax: (818)845-5337
Consent and Authorization to Use or Disclose Mental Health Information

I, ________________________________________, (Date of Birth ___/___/___) hereby authorize  the release of any and all information and related records regarding my psychiatric evaluation (including alcohol and drug use, abuse, or dependence) and treatment from Melanie Zermeno, MD to the facilities or person(s) named below.  This information may be needed for clinical consultation, evaluation, or treatment planning.  This consent shall become effective ___/___/___ and is subject to revocation at any time except to the extent that disclosure has already taken place in reliance on it. If not previously revoked, this consent will terminate when treatment terminates.
_______ Additionally, I authorize the release of the same information from the facilities or persons named below to Dr. Zermeno.

Name of individual/organization                        Address                                 Phone number/Fax 

________________________        ______________________     ______________________

________________________        ______________________     ______________________

 ________________________        ______________________     ______________________

Signature: __________________________________________   Date: _______________

                        (client or legal representative)

If legal representative:  Name:  _________________ Relationship to client: _______________

