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Authorization to Release Client Information 

 

By signing below, I am authorizing Allmond Wellness to release my information to 

or obtain my information from: 

 

Name of person or organization:_______________________________________ 

Address:___________________________________________________________ 

Phone number:_____________________________________________________ 

Relationship to client:________________________________________________ 

Any limitations on this exchange?_______________________________________ 

 

 

***This authorization will expire once you are no longer a client at Allmond 

Wellness or at any other time that you send written request to*** 

 

 

 

Client signature:____________________________________________________ 

Witness signature:__________________________________________________ 

Date:_____________________________________________________________ 

 

 

 


