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AUTHORIZATION TO DISCcLOSE PROTECTED HEALTH INFORMATION/GENERAL
RELEASE OF CLINICAL INFORMATION TO A THIRD PARTY. THis FORM ALLOWS

ROBERT NORGAARD, LMFT TO SHARE CONFIDENTIAL INFORMATION ABOUT YOUR CASE WITH YOUR THE PERSON OF
YOU CHOICE AS INDICATED BELOW. THIS IS A 2 WAY RELEASE. NO INFORMATION WILL BE RELEASED WITHOUT YOUR
SIGNED AUTHORIZATION. ONCE SIGNED, ALL INFORMATION ABOUT OUR WORK TOGETHER MAY BE RELEASED IN THE
FORM OF A SUMMARY. THIS INCLUDES NOTES, DIAGNOSIS, SUMMARIES OF YOUR CASE THAT INCLUDE MY
IMPRESSIONS OF WHICH SOME OF THIS INFORMATION MAY BE NEW TO YOU, AND/OR OTHER INFORMATION ABOUT
YOUR CASE THAT MAY BE RELEVANT TO THIS REQUEST. ROBERT NORGAARD RESERVES THE RIGHT TO AMEND OR
LIMIT ANY INFORMATION ABOUT YOUR CASE IF DEEMED POTENTIALLY HARMFUL TO OUR ONGOING WORK OR MAY
AFFECT YOUR MENTAL STATE-THIS IS A DETERMINATION BASED ON MY CLINICAL JUDGEMENT/IMPRESSIONS OF YOUR
CASE.

PATIENT INFORMATION

NAME OF PATIENT:

ADDRESS OF PATIENT:

MENTAL HEALTH PROVIDER INFORMATION

NAME AND LICENSE OF TREATING MENTAL HEALTH PROVIDER:

ROBERT NORGAARD, LMFT, MFC 42553

PHONE NUMBER OF MENTAL HEALTH PROVIDER: 415-419-2404
DATES THAT THIS RELEASE OF INFORMATION IS VALID:
START DATE:

END DATE:

INDIVIDUAL OR ORGANIZATION BEING CONTACTED BY ROBERT NORGAARD, LMFT

NAME OF INDIVIDUAL OR ORGANIZATION BEING CONTACTED:

ADDRESS OF INDIVIDUAL OR NAME OF ORGANIZATION BEING CONTACTED:

PHONE NUMBER OF INDIVIDUAL OR ORGANIZATION:

FAX NUMBER OF INDIVIDUAL OR ORGANIZATION:

EMAIL OF PERSON/ORGANIZATION BEING CONTACTED:
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R OBERTNORGAARDVLMFT
LICENSED MARRIAGE AND FAMILY THERAPIST
MFC 42553
WWW.ROBERTMFT.COM
415.419.2404

RELEASE OF CONFIDENTIAL INFORMATION

THIS AUTHORIZATION SHALL EXPIRE 1 YEAR FROM THE DATE OF SIGNATURE BELOW UNLESS REVOKED PRIOR TO
THAT DATE OR THE DATES AS STATED BY THE PATIENT IN THIS DOCUMENT. ONCE SIGNED, THIS WILL CONSTITUTE A
RELEASE OF YOUR CLINICAL INFORMATION. BY SIGNING THIS VOLUNTARY RELEASE, YOU FULLY UNDERSTAND THAT
YOU ARE WAIVING YOUR RIGHT TO KEEP YOUR PERSONAL, CONFIDENTIAL INFORMATION ABOUT YOUR TREATMENT
WITH ROBERT NORGAARD. ROBERT NORGAARD IS RELEASED OF ALL LIABILITY REGARDING YOUR RECORDS AND THE
INTERPRETATION OF THOSE RECORDS BY THE INDIVIDUAL OR ORGANIZATION OR THE PUBLIC SHOULD THEY BE
MADE AWARE OF YOUR RECORD/CLINICAL INFORMATION.

IMPORTANT RIGHTS AND OTHER REQUIRED STATEMENTS YOU SHOULD KNow

1. YOU CAN REVOKE THIS AUTHORIZATION AT ANY TIME BY WRITING TO THE BEHAVIORAL HEALTH PROVIDER
NAMED ABOVE. IF YOU REVOKE THIS AUTHORIZATION, IT WILL NOT APPLY TO INFORMATION THAT HAS
ALREADY BEEN USED OR DISCLOSED.

2. THIS AUTHORIZATION IS COMPLETELY VOLUNTARY, AND YOU DO NOT HAVE TO AGREE TO AUTHORIZE ANY
USE OR DISCLOSURE.

3. YOU HAVE A RIGHT TO A COPY OF THIS AUTHORIZATION ONCE YOU HAVE SIGNED IT. PLEASE KEEP A COPY
FOR YOUR RECORDS, OR YOU MAY ASK FOR A COPY AT ANY TIME BY CONTACTING YOUR BEHAVIORAL
HEALTH PROVIDER NAMED ABOVE.

SIGNATURE OF THE CLIENT (PATIENT)

MUST BE LEGIBLE

I COMPLETELY UNDERSTAND THAT | AM GIVING ROBERT NORGAARD PERMISSION TO RELEASE ALL INFORMATION
ABOUT MY PSYCHOTHERAPY CASE WITH THE ABOVE.

SIGNATURE DATE (REQUIRED)

PRINTED NAME DATE
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