Gail Truitt MC MSW LICSW CCDCI

27121 174th Pl SE   St 100
Covington WA 98042

(253)630-5434

E mail gail@gailtruitt.com
CONSENT FOR RELEASE OF CONFIDENTIAL INFORMATION

I ___________________ _______________


Client name

Address _______________________________________________________

City/State/Zip __________________________________________________

Phone (___)____________________

Authorize Gail Truitt to give, receive, or exchange with _                           ___
The following information ______history, concerns, summary, recommendations____

I understand the purpose of this information exchange will be

 Continuity of Care
I understand that :


*Individuals or organizations listed above cannot share this information with anyone else without my written consent.


*This release may be withdrawn at any time by contacting the above mentioned individual.

· This form will automatically expire 90 days from the time of my signature or on the following date if less than 90 days.  _________________

Client/Guardian Signature _________________________

Date ___________________________

