)

Standard of Care
Psycholopical Services

AUTHORIZATION TO RELEASE INFORMATION
FOR COURT TESTIMONY OR DEPOSITION

1, , hereby authorize the above indicated clinical to
provide expert testimony regarding (czrele one):

ME

or

MY CHILD, (name of child) (date of birth )

in a court of law, as well as during any depositions, discovery, other trial or hearing related situations,
or any court or litigation administrative needs. This permission to disclose any and all information
regarding my evaluation or treatment includes no exceptions, including but not limited to
psychological testing results, information regarding therapy, and psychological testing raw data.

I understand the need for, and the implications of, this authorization for release of information, and
this authorization and request to release information is being made voluntarily on my part. I
understand that I may revoke this consent in writing at any time except to the extent that action
based on this consent has already been taken. I understand that unless I revoke this release, it
remains effective indefinitely.

Date Signature of Client
OR
Date Signatute of Parent/Legal Guardian
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