
AUTHORIZATION TO EXCHANGE CONFIDENTIAL INFORMATION

TWO - WAY RELEASE

I give my permission for personal/family information to be released/shared between clinicians at

Reflection Centre and (names of collateral(s)):

________________________________________________

________________________________________________

________________________________________________

I understand the purpose for disclosing this personal information to the persons noted above.

Name:  ________________________________

Signed: ________________________________ Date: _____________________

Witness: _______________________________


