Candida Condor, Psy.D.

EMDR with People with Complicated Childhoods

RELEASE and EXCHANGE OF INFORMATION
NOTE:
Please complete this form if you would like Candida Condor, Psy.D. to be able to speak with a family member, another doctor, or anyone you might want to have access to information regarding your care ( i.e. spouse, psychiatrist, primary care physician, previous and/or co-therapist).

Patient Name:  Date of Birth:
I hereby give my permission for Candida Condor, Psy.D., L.M.F.T. to release and exchange information pertaining to my treatment.

TO: 


Person/ Facility Name


>






>

Type of Relationship





Telephone

ADDRESS: 

City: 

State:  
Zip:
I understand that I have no obligation whatsoever to release the exchange of requested information. I may revoke this consent at any time by informing in writing the above individual, except to the extent that the action has already been taken. This release will automatically become invalid 90 days after discharge.

A photocopy of this release is to be considered as valid as the original.


>          





>


___/___/___

Patient Signature


      Printed Name


Date

_______________________   ___________________   ___/___/___

Signature
 of Parent/

      Printed Name


Date

Guardian/Representative of Minor
drcondor@drcondor.com
                           Thousand Oaks, Los Angeles, CA USA                           Tel: (001) 310-394-9300
This is a Word doc, you can write directly in to the form. (My email, drcondor@drcondor.com, is HIPAA Compliant for security.)

