Information Release Agreement

Joan Lovett, MD

919 The Alameda

Berkeley, CA 94707

Client: _______________________________________________

Date of Birth: ___________________________________

Information:

I give my permission for Joan Lovett, MD to obtain and release information about me/ my child  (name)

From/to the following agency or individuals:

Address: _________________________________________________

Telephone Number:     ______________________________________

Confidentiality:

Joan Lovett, MD agrees to notify the client any time information is sought from/by another individual or agency, and to request only that information which she feels is important for best client treatment.

Client/Parent/Guardian

Date of Request

This consent to release and obtain information will stand until rescinded in writing.

Behavioral Pediatrician 

