RELEASE OF INFORMATION

IRIS C. ALEGRIA CHAZENBALK, LMFT
Marriage and Family Therapist, Lic. No. MFC 36475 (323) 634-4812
4405 Riverside Drive Suite 208, Burbank, CA 91505

I, theundersigned, herebyauthorize

Provider Name
To release/exchange the following information:
__ Assessmentresults
______ Diagnosis
_______Recommendations
_____ Compliance withrecommendations
______ Other

TO and FROM:

Physician Names:

Psychiatrist
School/Work
Other

My authorization for the release of the above information is effective on the date I sign this form
and will remain effective for a period of one (1) year from such date.

| understand the | have the right to inspect and copy the information that | have authorized to be
used or disclosed as provided for under the Health Insurance Portability and Accountability Act of

1996 (HIPPA) regulation found at 45 C.F.R. 164.524.

| understand that this authorization is valid until it expires, unless revoked by me.

Signed: Date

Witness: Date:




