Robert J. Berchick Ph.D.
433 East Street Road
Warminster. Peimsvivania 18974

AUTHORIZATION FOR RELEASE OF RECORDS OR INFORMATION

I, hereby authorize Dr. Robert J. Berchick to RELEASE or OBTAIN Toor
From
Deoctors Name or Orgasization Doctors or Organization Phone Nuamber
Doctors or Organization Street Address City, Stateand Zip

Copies of all psychological and medical or information about my (self or child) pertaining to (my or child’s) trmtment for

during the period from to
{specify coadition) (specify dates)

{specify dates)
These records are required for the specific purpose of

(inctude specific reason (S) the records are needed )

and the information

Requested or Released is limited to

(Endﬁﬁxmﬁnbdmgmwiﬂheidmﬁﬁeﬁ}

I understand this consent is valid for ninety days. I understand that I may withdraw mycomem(excepttot‘heextmtﬁmt
actionhasalreedybeentakm)atanytimebyxvﬁting

Signsture of Patient Date

Ifa minor Sigeature of PerentAGuardizs aceded Date

CONFIDENTIAL



