
I (Patient) ________________________________________ hereby
authorize Kesia Carter, LCSW to release / exchange information regarding
my treatment to / with ___________________________________ for the
purpose of information about:
     Any and all information Necessary
     Diagnosis       Treatment Plan      Prognosis
     Progress to Date      Dates of Treatment
     Summary of Treatment
     Other
____________________________________________________
I authorize the release / exchange of the information described above for
the following purposes: _________________________________________

This Authorization shall remain valid until: _________________________

Patient Signature (Guardian): _________________________________________

Date:  _________________________________________

 lovethyselfservices@gmail.com  855-588-7352  Mon - Sat: 8:00am - 6:00pm

Kesia Carter, LCSW
2001 Barrington Ave. Suite 215  Los Angeles, CA 90025

Authorization to Release or Exchange
Confidential Information


