Kristen L. Caron, MFT
 MFC 39108
9777 Wilshire Blvd., PH Suite 1007
Beverly Hills, CA 90212
310-246-0465
www.kristencaronmft.com, kristen@kristencaronmft.com

Release of Information for Minor
I, _________________________, give permission to Kristen L. Caron, MFT to release and/or receive information from the following parties:

Name of Patient:_______________________________________________________________
Name and contact information for health care providers:
______________________________________________________________________________Name   	Relationship to Patient			Telephone #/Fax #/email address ______________________________________________________________________________Name   	Relationship to Patient			Telephone #/Fax #/email address ______________________________________________________________________________Name	Relationship to Patient			Telephone #/Fax #/email address

I understand that the exchange of information will remain confidential between mentioned parties and is for the purpose of collaborative treatment for____________________________.  This exchange of information is necessary for the coordination of different health care providers, and it is helpful in designing a comprehensive intervention and treatment plan.

Guardian Name:________________________________________________________________
Relationship to Patient:___________________________________________________________
Signature:______________________________________ Date:___________________________


Therapist Signature:______________________________ Date:___________________________
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