UBC PSYCHOLOGY CLINIC
2136 West Mall, Vancouver, BC, V6T 1Z4
Phone: 604-822-3005Fax: 604-822-6923
________________________________________________________________________

CONSENT TO RELEASE AND RECEIVE INFORMATION

Client Name: ____________________________________________________________
Client Address: ___________________________________________________________
________________________________________________________________________
 (
initial
)
 (
initial
)I hereby authorize the UBC Psychology Clinic to release information concerning my case, with the noted limitations, to the person or agency listed below. 

I hereby authorize the UBC Psychology Clinic to request and receive information concerning my case, with the noted limitations, from the person or agency listed below. 

I understand that I may revoke or amend this consent in writing at any time.

Agency or Person: ________________________________________________________
Address: ________________________________________________________________
________________________________________________________________________

This request is confined by the following limitations: 
________________________________________________________________________
________________________________________________________________________


_________________________________	_________________________________
Date						Client Signature


						_________________________________
						Witness	
