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RELEASE OF INFORMATION 

 
 

 
I, ____________________________________, authorize Anna  Rhodes, MA 
to exchange any pertinent information regarding my treatment with  

 
 

NAME:  ____________________________________________________ 

   
ADDRESS:  _________________________________________________ 

 
            _________________________________________________ 
 
   
 
         TELEPHONE:  _________________________________ 

 

 
This authorization will remain valid indefinitely unless otherwise documented. 

 
 

SIGNATURE:  __________________________________ 

 

DATE: ________________________________________ 

 
 
 
 
 
 
 
 
 
 
 
 
 

S E A T T L E   W A S H I N G T O N   9 8 1 1 7      ( 2 0 6 )  3 2 2  2 6 6 2 


