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I _____________ , DOB_______________ A patient of Elizabeth Ritzman, LCPC, consent to the release of healthcare information from Elizabeth Ritzman, LCPC_to  ___________________________(Phone/email/fax)____________________________________ for the purpose of Further treatment, coordination of care __________________________________________________________.

This release is in effect from ____________________  until  ___________________ or until I revoke it. 

Refusal to sign a release of information will not affect treatment and any release may be revoked at any time. 




Signed: 

Patient (Responsible party) ____________________________________    Date __________________________

Clinician ___________________________________________________    Date __________________________

Witness if responsible party signs: 

__________________________________________________________     Date __________________________
