
Release of Confidentiality

Amy Klein Zeff, MA, Marriage and Family Therapist

Lic # MFC38532

22020 Clarendon Street, Suite 207

Woodland Hills, California 91267

818-591-8669 / Fax 818-591-2975

I ______________________________________________________________________

(if minor child is patient please put their custodial parent(s)’ name here)

______________________________________________________________________ authorize

Amy Klein Zeff, MA, Marriage and Family Therapist to speak with and obtain information from and / or give information to: 

Name ______________________________________________________________

Address_______________________________________________________________

Phone # _______________________________ Fax # _________________________

Email Address ___________________[image: image1.png]Dbifepath



____________________________________

May include confidential information pertaining to my, or my child’s psychotherapy.

Below are listed areas that I give specific permission to be discussed and or obtained:

______________________________________________________________________

_____________________________________________________________________

______________________________________________________________________

______________________________________________________________________

Date of Expiration of Release (please date one year from today) _________________

Signature____________________________________________  Today’s Date ______


(If minor is patient signature of custodial parent)
________________________________________________________________

Please Print Your Name


