Susan Heitler, Ph.D.

4500 E. 9™ Ave. Suite 660-S
Denver, CO 80220
303-388-4211(0ffice) 303-388-4214 (fax)
drheitler@gmail.com

Authorization for Release of Information

I, j , hereby authorize s~
to release information about me to, and obtain information from, the following
individual(s)/organization:

Hame

Address

Phoneffax

E-mail

The specific information pertaining to me and to my treatment to be released is
(please check all that apply)

___Treatment records

___ Treatment summary
__Verbal information exchange
__E-mail information exchange
__ Other

The purpose for whjch this information is being released is

___Insurance payment
__Enhancement of my treatment
—__Custody evaluation

—._Legal deposition/court testimony
____Magazine article

___Other

! understand that this authorization may include disclosures of aicohol and Drug Abuse records
which are protected by the provisions of Federal Regulations 42 C.R.F., part 2.

This authorization is valid for/until

l understand that ! have the right to revoke this authorization at any time .

date

sianature of patient '\
date

s‘ighature of parent or guardian

printed name




