
Chagrin Counseling Associates
& Eating Recovery

AUTHORIZATION FOR THE RELEASE
OR EXCHANGE OF INFORMATION

Client Name: ________________________________________________                       

DOB: ________________________________________________________

Information to be released to or exchanged with:

Name: ___________________________ Position: __________________

Address: ____________________________________________________

Phone: ______________________________________________________

Client Signature: ____________________________________________

Date:  ______________________________________________________

Therapist Signature: ________________________________________

Date: _______________________________________________________

Supervisor Signature: _______________________________________

Date: _______________________________________________________


