T. Christopher Portman, Ph.D.

Licensed Psychologist

1201 13th St, Suite 102



          


       
   Office    (360) 733-4502

Bellingham, WA 98225






        
    Fax        (360) 312-3205

RELEASE OF INFORMATION
I, 





 consent to have Dr. T.C. Portman obtain/release medical and billing information concerning my care from/to the following person(s):

Name: 










Address:  









Phone:










Name: 










Address:  









Phone:










Name: 










Address:  









Phone:











I understand that my express consent is required to release any confidential health/psychological information relating to all medical/psychological testing, and/or treatment for, psychiatric/mental health disorder, alcohol/other drug use, and/or, HIV (AIDS virus) or other sexually transmitted diseases.  If I have been tested, diagnosed, or treated for psychiatric/mental health disorder, alcohol/other drug use, and/or HIV or sexually transmitted diseases, you, Dr. Portman, are specifically authorized to release all health care information relating to such diagnosis, testing, or treatment.  This release is valid for 90 days from the date of signature.  I also understand that I may revoke this release to disclose confidential information at any time, except to the extent to which action may have already been taken.

Client Signature: 









Today’s Date:











Witness Signature:









