CLIENT INFO
PACKET
Betsy Guerra, PhD, LMHC, CHt | Betzaida E. Guerra, PhD, PA
7100 SW 99th Ave Suite 203 Miami, FL 33173
Ph: (305) 810-9823 | betsy@betterwithbetsy.com
www.betterwithbetsy.com

Thank you for choosing Betsy Guerra, PhD to provide your mental health services. This
packet will allow me to learn about you, and will provide you with important information
about the counseling services. Please take the time to read each portion carefully, and be
sure to note any questions you may have, so that we can discuss them in our ﬁrst session.
Couples should print out two copies of this packet and ﬁll them out separately.

Please bring the completed pages with you to our ﬁrst session. Thanks!

CHECKLIST
CHECKLIST
Please ﬁll out completely the Client Information Form on pages 2-6

Read carefully the Informed Consent on pages 7-13

Sign and Return the Consent to Treatment on page 14

Read and Sign the Credit Card Policy on page 15

If desired, ﬁll out and sign the Release of Information on page 16 (optional)

Read carefully and ﬁll out with therapist the Treatment Package Agreement on
page 17 (optional)
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CLIENT INFORMATION
FORM
Today’s Date _____________________________
Client’s Name _____________________________________________________ Date of Birth _____________________
Parent/Guardian’s Name (if applicable) _______________________________ Relationship _____________________
Email ___________________________________________________Marital Status ________________________________
Home Address __________________________________________ City ______________ Zip Code ________________
May I send information to this address?

Yes

No

If No, please provide an address where information can be mailed:
__________________________________________________________________________________________________________
Home Phone Number ________________________ May I contact you at this number?

Yes

No

Cell Phone Number ___________________________
May I contact you at this number?

Yes

No

Disguised

No

Disguised

Work Phone Number ________________________
May I contact you at this number?

Yes

If there are any further restrictions when calling you, please list them here
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
Education Level Completed: ______________________________ Occupation _______________________________
Person to notify in case of emergency: ___________________________________ Phone ______________________
I will only contact this person if I believe it is a life or death emergency. Please provide your
signature to indicate that I may do so: __________________________________________________________________
How did you hear about me? ___________________________________________________________________________
Please brieﬂy describe the concern(s) that bring you to counseling:___________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
How many weekly sessions do you anticipate to address these concerns?
1-5

6-10

11-20

20+

I don’t know
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MEDICAL HISTORY
Please explain any signiﬁcant medical problems, symptoms, or illnesses:______________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
Current Medications? (Purpose, dosage, frequency, side effects)
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
Please include over-the-counter medications and vitamins
Past Medications (Date(s), purpose, dosage, side effects): _____________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
Do you smoke or use tobacco?
Do you consume caffeine?
Do you drink alcohol?
Do you exercise?

Yes

Yes

Yes

Do you use any illicit drugs?

Yes

No If yes, how much per day? _____________________
No If yes, how much per day? _____________________

No If yes, how much per day/week/month?_________________
Yes

No If yes, which one(s)? _________________________

No If yes, how often? __________________________________

Have you ever talked with a mental health professional before today?

Yes

No

If yes: Date(s), type of treatment, reason, professional seen
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
Would you like me to contact any of your previous providers?

Yes

No

If yes, please provide their contact information: _______________________________________________________
__________________________________________________________________________________________________________
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RELATIONSHIPS + SOCIAL SUPPORT
Are you currently in a relationship?
If yes:

Married

Partnered

Yes

No

Dating

How long have you been in current relationship? ___________________
Please rate your current relationship satisfaction: 1 2 3 4 5 6 7 8 9 10
Any previous marriages/signiﬁcant relationships?
Do you have children?

Yes

Yes

No If yes, what type? _________________

No If yes, please list names & ages:

__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
Please list other people or groups who are important social support for you:
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
Is spirituality an important part of your life? If so, what would you like me to know?
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________

FAMILY HISTORY
How would you describe your relationship with your mother?
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
How would you describe your relationship with your father?
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
Are your parents still alive? _____________ Still married?_____________
If they are divorced, how old were you when they separated or divorced, and how did this impact you?
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
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RELATIONSHIPS + SOCIAL SUPPORT
Were there any other primary care givers with whom you had a signiﬁcant relationship? If so, please
describe.
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
How many sisters do you have? ________ Ages? ______________
How many brothers do you have? ________ Ages? _____________
How would you describe your relationships with your siblings?_________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
Brieﬂy describe one event or situation from the past (the ﬁrst one that comes to mind is ﬁne), which
you feel had an impact on who you are today, or on the issue that brings you to counseling.
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
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CHECKLIST OF CONCERNS & SYMPTOMS
Please check all concerns that apply, even if they do not seem relevant to your current issue.
Di culty with…

Now

Past

Di culty with…

Now Past

Di culty with…

Anxiety

People in general

Nausea

Depression

Parents

Abdominal distress

Mood changes

Children

Fainting

Anger/Temper

Marriage/
Partnership

Dizziness

Panic

Friend(s)

Diarrhea

Fears/Phobias

Co-worker(s)

Shortness of breath

Irritability

Employer

Chest pain

Concentration

Finances

Lump in the throat

Headaches

Legal problems

Sweating

Loss of memory

Sexual problems

Heart palpitations

Excessive worry

Child abuse

Muscle tension

Feeling manic

Sexual abuse

Pain in joints

Trusting others

Domestic
Violence

Allergies

Communicating
with others

Thoughts of
hurting someone
else

Often make careless
mistakes

Drugs

Hurting self

Fidgeting

Alcohol

Thoughts of
suicide

Speak without
thinking

Ca eine

Sleeping too
much

Impatience

Frequent vomiting

Sleeping too little

Completing tasks

Eating problems

Getting to sleep

Paying attention

Severe weight gain

Waking too early

Easily distracted

Severe weight loss

Nightmares

Hyperactivity

Blackouts

Head injury

Chills/Hot flashes

Now

Past

Now

Past

FAMILY HISTORY OF... (CHECK ALL THAT APPLY)
Di culty with…

Now

Past

Di culty with…

Now

Past

Di culty with…

Drug/Alcohol

Physical Abuse

Anxiety

Legal trouble

Sexual Abuse

Depression

Domestic violence

Hyperactivity

Psychiatric Hosp.

Suicide

Learning
Disabilities

“Nervous
Breakdown”
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INFORMED
CONSENT
Betsy Guerra, PhD, LMHC, CHt | Betzaida E. Guerra, PhD, PA
7100 SW 99th Ave Suite 203 Miami, FL 33173
Ph: (305) 810-9823 | betsy@betterwithbetsy.com
www.betterwithbetsy.com

The following contains important information about the professional services provided by Betzaida
Guerra, PhD, LMHC. This document is designed to inform you about what you can expect from
therapy and from me, as a professional. This includes conﬁdentiality, emergencies, and several other
important details regarding your treatment. Please read carefully, since this document is the
agreement that allows me to provide therapeutic services to you. Counseling is a collaborative
experience, and I welcome your questions, concerns and suggestions throughout the process.
Background & Education
I am a trilingual (Spanish, English, Portuguese) Licensed Psychotherapist and Certiﬁed Clinical
Hypnotherapist with over seventeen years of clinical experience. I attained my doctorate degree
(Ph.D.) in Clinical Psychology from the University of Puerto Rico, where I was trained in all
modalities of treatment (including individual, group, family, and marital therapy, as well as in play
therapy for children)
I continued strengthening my therapeutic skills at the Roberto Clemente Family Guidance Center in
New York City, where I was extensively trained in Couple’s and Family Therapy. Further on, I worked
at the Bertha Abess Children’s Center in Miami, FL, where I treated emotionally and behaviorally
disturbed children and offered skills training to their parents and teachers. Since 2007, I have been
working in private practice, where I have served individuals with multiple ethnic, racial, and cultural
backgrounds, as well as different sexual
orientations.
In addition to my clinical endeavors, I also have comprehensive experience in research, public
speaking, and I’m author to various professional presentations and published articles. My research
work addresses issues related to depression, bipolar disorder, family therapy, construction of
masculinity, and gender-sensitive psychotherapy, among other mental health concerns. My speaking
career is mainly geared towards couple, parenting, personal growth, grieving, and character
enhancement. My talks are mostly of inspirational nature.
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Theoretical Views and Client Participation
My theoretical view is mostly psychodynamic. Therefore, along with the client, I seek to understand the underlying motives of the presenting problem in order to help overcome it. I also
implement cognitive-behavioral techniques based on the client's demands. These techniques
focus on the clients’ goals and aim to provide the client with skills that will enable him/her to cope
with the cognitive, emotional, and behavioral distress that he/she is experiencing.
I am also knowledgeable in family and couples therapy. This modality of treatment tends to view
change in terms of the interactions among family members. It emphasizes family relationships as
an important factor in psychological health. The client, then, is not the individual, but rather the
system (the family or couple). The entire family may participate of the treatment or only part of it.
At times, extended family members may also be included in the process.
Throughout the treatment process, I will strive to create a warm, comfortable, and safe environment for you. Keeping in mind that the treatment is yours and that your active participation in
essential for it to be beneﬁcial, I will constantly invite you to explore areas that may be related to
what brings you to counseling. As the client, you may choose to alter the direction of your treatment or discontinue it at any time.
Services Provided

CHECKLIST

During your ﬁrst session, we will discuss the reasons that bring you to therapy and will determine
whether or not we are a good ﬁt for treatment, or if an outside referral is more suitable for you.
Assuming that you may beneﬁt from my services, we will decide what modality of treatment best
suits your needs (individual, family, or couples therapy). Generally, therapy sessions have a length
of 45-60 minutes and are usually conducted on a weekly basis at the same day and time. The
treatment process may last months for some clients and years for others, based on the client’s
demands and the severity of the issues being addressed. As the client, you will determine in how
much depth you would like to work with the motives that bring you to therapy. When you and I
determine that you are ready to terminate treatment, we may reduce the frequency of sessions
until we have a ﬁnal session that will provide closure to our journey. At this point, we will have
discussed the progress of the process and the areas that remain to be addressed.
Unfortunately, there are times in which circumstances compel termination of treatment to be
premature. If you decide that you will no longer attend therapy with me, I ask that you please
schedule a ﬁnal appointment or make a ﬁnal call, so that we can address any remaining needs that
you may have and I may provide you with resources or referrals that may beneﬁt you.
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Risks
Despite its intent to help, therapy may involve some risks. Engaging in therapy involves discussing difﬁcult aspects of life, so you may experience uncomfortable feelings or strong reactions.
Making and adapting to changes in your life may have a profound impact on you and your relationships, as well as challenge long held assumptions or behaviors. Reasonable efforts will be
made to discuss the potential impact, positive and negative, that may result from the changes you
make in your life as a result of therapy. There are no guarantees for successful therapy due to the
overall complexity of the process and the multiple variables brought into it by each individual.
Please ask questions if you have any concerns.
Conﬁdentiality
The information you share with me, both written (i.e. intake paperwork) and verbally, is part of
your Protected Health Information (PHI) and is considered conﬁdential.
I will not release your information to anyone, including your family and healthcare providers,
without a written consent. If you are a minor, it is the legal right of your parents to have access to
the information that we discuss in our sessions. I will discuss with each minor client and their
parent/guardian the expectations of exchange of information between parent/child, therapist/child, and therapist/parent for their particular situation.
It is important that you understand the legal limitations to conﬁdentiality which include, but are
not limited to:

CHECKLIST

1. When individuals express intent to harm themselves or others, the therapist may be required
to break conﬁdentiality to assure the health and safety of all concerned.
2. Therapists are mandated by law to report to the appropriate state authorities information
documenting child and/or elder abuse or neglect.
3. When a judge orders that information be disclosed. I cannot guarantee that an appeal will be
upheld, but I will do everything in my power not to disclose your conﬁdential information.
4. The PATRIOT Act of 2001 requires me in certain circumstances, to provide federal law agents
with records, papers and documents upon request and prohibits me from disclosing to my client
that the FBI sought or obtained the items under the Act.
5. I will release protected health information when you authorize me to do so by signing a Consent for Release of Information, such as the one in page 16 of this packet.
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Your conﬁdential ﬁles will be routinely accessed only by me (your therapist). Administrative
assistants will only access the portions of your ﬁle pertinent to administration, such as your
contact information and payment history, not your medical records or psychotherapy notes.
Waive right to subpoena
In order to protect you and the information you and/or your child(ren) provide to me during our
sessions, I ask each client to waive their right to call me as a witness to court for any reason. The
communication that you/your child(ren) provide during session is considered privileged. If you
anticipate the need for a therapist’s involvement in court activity, I will be happy to refer you to
someone who is more suited to meet your needs.

Communication
The most effective way to communicate with me is in-person, within the regular session time.
Any phone consultations should be mutually agreed-upon in advance (when possible), and will be
billed at the regular rate every 15 minutes. Psychotherapy by telephone is not ideal, however,
and frequent phone consultations between sessions may be an indication that you need additional support.
Clients who choose to contact me by e-mail should be aware that I cannot guarantee the conﬁdentiality of email communication, and I discourage the use of e-mail to address clinical issues for
a number of reasons. Please note that e-mail communication should be used only for scheduling/logistics issues; and I cannot respond to the clinical content of e-mail messages. I do not
communicate with clients via Instant Messages (IM) or social networking sites, such as Facebook,
MySpace or LinkedIn.
Fee
Clients seen by me, Dr. Betsy Guerra, agree to pay a fee per session of $_________ or a package of
____ sessions that sums a total of $_________. Any services beyond the standard 45 minute session
– such as extended sessions, phone consultations exceeding 5 minutes, paperwork outside of the
ordinary course of treatment, reports prepared for third parties, or court appearances/preparation – will incur additional fees. You are responsible for the full payment at the time the service is
provided.
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I reserve the right to announce fee increases, which, upon effective date, shall become current for
all existing clients. For your convenience, checks and some major credit cards (e.g. Visa, MC,
Discover) will be accepted as forms of payment. During the ﬁrst session, you will be asked to ﬁll
out a form with your credit card information, which will remain on ﬁle. You may choose to have
the payment be applied to your credit card automatically or you may pay each session with the
method of your choice. Should you miss a payment, for whatever reason, your credit card on ﬁle
will be charged. Whenever the credit card you provided is declined, there will be a $25 fee per
day until the payment is completed. If you are paying with personal checks, please note that there
is also a $25 fee for returned checks. I will be happy to provide you with a receipt for payment
upon request.
Insurance
I currently do not accept Health Insurances. However, if your insurance covers out of network
services, I would be pleased to provide you with a receipt that you may submit for reimbursement. The services I provide are fee-for-service, which means I do not accept or ﬁle insurance on
behalf of my clients. Submitting information to your insurance company for payment compromises your conﬁdentiality. Your diagnosis code and other information may be kept on ﬁle by your
insurance company and transmitted to others in the future. This could have a detrimental impact
on future employment or insurability.

CHECKLIST
Cancellations
You are expected to attend all scheduled sessions with me. Therapy is most effective for clients
who make it a priority to attend regularly. Keeping our scheduled appointments not only shows
respect for my time, but also (more importantly) demonstrates your commitment to yourself and
your personal growth. Schedule changes, and even some illnesses, can be a manifestation of
anxiety about therapy, or your body’s response to feelings you may be avoiding. I strongly recommend bringing these feelings of apprehension to session with you so that we can process them
together. If, after reﬂection, you do need to cancel your appointment, please call, email, or text
NO LATER THAN 24 HOURS PRIOR to your scheduled time. You will be charged a fee of $50.00
for appointments cancelled with less than 24 hours notice. However, if you do not attend the
session and never cancelled it (no show), you will be charged the full fee of the scheduled session
(as if you would have attended). As discussed above (in the “Fees” section) it is required that all
clients provide a credit card number to keep on ﬁle in the case of missed or cancelled appointments. In the event that you cancel or miss your appointment for any reason without 24-hour
notiﬁcation, the $50.00 cancellation charge or the equivalent to the fulﬁlled session fee will be
charged to your card. Any ﬁles that have no activity for a period of 3 months will be closed.
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Emergencies
As much as I try to be there for my clients when they need me, I do not always provide emergency
services. I do not carry a pager and may not be available at all times. However, I do commit to
provide my support whenever I am available, even if it is outside of our regular sessions. If this
does not feel like it will be sufﬁcient support for you, please inform me and we can discuss additional resources or transfer your case to a therapist or clinic that has 24-hour availability.
Generally, I will return phone calls within 24-48 hours. Should I be out of town, I will make every
effort to alert you of my absences. If you have a mental health emergency at any time, I encourage you not to wait for a call back, but to do one of more of the following: 1) Call 911, 2) Go to the
emergency room of your choice, and/or 3) Call the Miami-Dade County Crisis Line (305)
358-HELP (4357)
INFORMATION SPECIFIC TO CERTAIN CIRCUMSTANCES
Working with Children
Due to the importance of trust between client and therapist, when the client is a minor child, I will
offer parents general information about the therapeutic process and overall themes, but not
speciﬁc details about the information exchanged during each session. If, at any time, I feel like
your child is engaging in dangerous behaviors, I will immediately inform you of the situation, or
have your child do so as part of the therapeutic process. I will regularly update you on your child’s
progress upon request and I encourage you to contact me as frequently as you feel is needed.
I will not provide you with updates after each session. However, if you need to speak to me about
your child’s behavior, please call prior to their weekly session or arrange a time to come in and
speak with me. It is important that your child feels that my ofﬁce is a place where he/she can trust
me enough to share the intimate things that may be underlying the presenting problem. Therefore, I will always try to honor conﬁdentiality to underaged clients. Nevertheless, I am sensitive to
a parent’s needs of being involved in the process and that is why parenting and family sessions
are typically a regular occurrence during the treatment process.
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Couples, Families & Conﬁdentiality
If you are participating in therapy as part of a couple or a member of a family, please be aware
that, though every effort will be made to do so, I cannot completely guarantee your conﬁdentiality
will be kept by others participating in the therapy session. The legal concept of privilege also does
not apply when more than one client participates in a therapy session. In most cases, this will not
impact my ability to keep all information conﬁdential; but in certain (very rare) situations involving
legal proceedings, I may be unable to assert privilege to protect the content of our sessions. In all
cases, I will always exhaust every legal option available before being compelled to break conﬁdentiality.
Couples and Family Therapy
In couples’ and family therapy, my client is the couple/family as a unit, rather than each individual
separately. This means that we will work toward agreed-upon goals together, and in the best
interest of all members, rather than exploring the agenda of one person or the other. During
relationship counseling, I often recommend that one or all parties seek a separate therapist to
work on individual issues that are impacting the relationship. In this case, I will be more than
happy to make a referral or recommendation for you.
Please note that in couples’ and family therapy, I do not agree to keep secrets from the other
individuals participating in the process. Information disclosed by any person involved in the
treatment, in any context, may be discussed with the other members of the system at any time.
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CONSENT
*I understand and agree to all the terms stipulated on this consent (Pages 7-13)

Client’s Name and Signature (or Parent/Guardian)

Date

Client’s Name and Signature (or Parent/Guardian)

Date

Client’s Name and Signature (or Parent/Guardian)

Date

Client’s Name and Signature (or Parent/Guardian)

Date

Therapist Signature (Betzaida E. Guerra, PhD, LMHC)

Date

ALL CLIENTS, initial here:
______ I have read & agree to the “Waive Right to Subpoena” section.
______ I have read & agree to the “Cancellation” section.

COUPLES and FAMILIES, initial here:
______ I have read & agree to the “Couples, Families & Conﬁdentiality” section.
______ I have read & agree to the “Couples and Family Therapy” section, including the “No
Secrets” policy.

PARENTS of MINOR CLIENTS, initial here (if the child is being seen in therapy):
______ I have read & understand the “Working with Children” section.

COUPLES AND FAMILY THERAPY MEMBERS, initial here:
______ I have read & agree to the “Couples, Families & Conﬁdentiality” section.
14

CREDIT CARD
POLICY
Betsy Guerra, PhD, LMHC, CHt | Betzaida E. Guerra, PhD, PA
7100 SW 99th Ave Suite 203 Miami, FL 33173
Ph: (305) 810-9823 | betsy@betterwithbetsy.com
www.betterwithbetsy.com

“I am hereby entering into a contract for Dr. Betzaida Guerra’s professional time and services when I set
an appointment. I understand that by entering this contract I am speciﬁcally contracting her services to
prepare for my session in advance. I recognize that professional services are not only provided during my
appointment time, but also during the 24 hours prior to and following my appointment time. I understand
that these services involve preparation for my scheduled session, case review, case notes, and consultations with other professionals, as agreed in writing by me to assist with my treatment.
I understand that Dr. Guerra’s cancellation policy requires 24 hours advance notice in order to be released
from the contract for her professional time and services of preparation for my session. I agree that if I fail
to cancel my appointment and do not show to it, I will be charged the fee for the entire session, as if I
would have attended. If I do cancel, but do so with less than 24 hours in advance, I will pay a fee of $50 for
the missed session and the services provided in preparation.
I hereby authorize Betzaida E. Guerra, PhD, PA. to charge my Visa/MC/DISCOVER/AMEX: (please circle)
credit card number______________________________________ Exp. date___________ CVV code ____________
Billing Zip Code_____________ I indeed fail to observe this cancellation policy or if I fail to render a payment
for a service provided by Dr. Guerra.”
I have read and understand the above credit card policy for services provided by Dr. Betsy Guerra through
Betzaida E. Guerra, PhD, PA. Please have all consenting adults sign below.

Name and Signature

Date

Name and Signature

Date
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CONSENT FOR RELEASE
OF INFORMATION
Betsy Guerra, PhD, LMHC, CHt | Betzaida E. Guerra, PhD, PA
7100 SW 99th Ave Suite 203 Miami, FL 33173
Ph: (305) 810-9823 | betsy@betterwithbetsy.com
www.betterwithbetsy.com
* This form is required if you would like for me to be able to speak with another person about our work in
therapy. The form must be completed in full in order to be valid*
Client’s name ____________________________________________________ Date of Birth _____________________
I, ________________________________________, hereby request and authorize Betzaida Guerra, PhD:
To release
To request the information indicated in the box below to:
Name ___________________________________________ (Must be an individual’s name, not an organization)
Address _____________________________________________________________________________________________________
Phone __________________________ Fax__________________________
Please indicate the information you wish to share: (mark with an X):
____ All information related to treatment
____ Clinical Evaluation

____ Treatment summary

____ Psychiatric Evaluation

____ Treatment Plan

____ Financial information

____ Other (specify):_____________________

Medical records frequently contain information which may be privileged and/or conﬁdential. This could include remarks furnished
by the client, client’s family, or medical staff. If, in the judgment of Betzaida E. Guerra, PhD, LMHC disclosure of the privileged/conﬁdential information will be harmful to the client, release of such information may be withheld in accordance with speciﬁc state
and federal regulations. Records released may contain alcohol and drug treatment information, AIDS/HIV, psychiatrics/ psychological/and other mental health privileged/conﬁdential information. Certain communications are privileged and not subject to release
without your consent under state and/or federal law. Please note that once information has been released to the designated party,
neither Betzaida E. Guerra, PhD, LMHC nor Betzaida E. Guerra, PhD, PA. is liable for the misuse of information by that party.
After giving due consideration to the above statement, I authorize Betzaida E. Guerra, PhD, LMHC, to furnish/receive
information (including faxed copies) of my Protected Health Information, including matters privileged under the laws of
the state of Florida, and applicable federal laws and regulations, to the above person(s). I further agree to indemnify and
hold harmless Betzaida E. Guerra, PhD, LMHC and Betzaida E. Guerra, PhD, PA. from all liability that may arise from the
release of the information herein requested. I
understand that this authorization is subject to revocation at any time in writing except to the extent that action has been
taken in reliance and is only valid for a period of 1 year from the date of my signature, unless I specify another date or
event here:__________________________________________.

______________________________________________
Client/Parent/Legal Guardian Signature

_______________________________
Date
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