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RELEASE OF INFORMATION 
 
Patient Name:   DOB   

 
Address:  ________________________________ 

 
I  AUTHORIZE  
BLACK THERAPIST & COMPANY, LLC  
TO RELEASE THE FOLLOWING INFORMATION TO: 

NAME: 
ADDRESS:
EMAIL: 
PHONE: 

INFORMATION TO BE RELEASED (BE 
SPECIFIC): 

 
_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________ 

 
 
 
 

 
Patient Signature: _________________________________ 
PRINT NAME: ___________________________________ 
DATE: _______________________ 
 
OTHER SIGNATURE: ______________________________ 
PRINT NAME: ____________________________________ 
DATE: ___________________________________________ 
RELATIONSHIP TO PATIENT: _______________________ 
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