Knute Anderson, Psy.D.
 Clinical Psychologist (License #23062)
23 Altarinda Rd., Suite 212
Orinda CA, 94563

(925) 234-6676

Release of Information

I,_________________________, give my permission for ______________________ 
to exchange information with Dr. Anderson related to the psychological well being of myself or my dependent (if so named)________________________________.  I understand that any information revealed by either party will be limited to that required to support my receiving the highest possible standard of care.  Furthermore, this permission extends only as long as my professional relationship with Dr. Anderson.
_____________________________

_______________________________

Signature




  Date

