
 
                                   

 
 

 

 

 

 

 

 

PERMISSION TO RELEASE INFORMATION 

 

 

 

I give Laura Marshall, LCSW permission to release information about me in written or 

oral form to ___________________________.  (Phone number: __________________)  

I understand that the information may include assessment, diagnosis, treatment 

recommendations, treatment history, and personal history.  I understand that this release 

is good for a year from the date signed below and that I may revoke this permission in 

writing at any time. 

 

 

 

 

Signature _______________________________ 

 

Date ___________________________________ 
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