Kate Scharff, LCSW-C

1630 Connecticut Ave, NW

Suite 400

Washington, DC 20009

301-641-3211
AUTHORIZATION TO RELEASE INFORMATION
(By Kate Scharff, LCSW-C)
I, (name of patient/patients) _____________________________ hereby authorize Kate Scharff, LCSW-C to release treatment information and records obtained in the course of their work with me to:

________________________________________

________________________________________

I understand that I have a right to receive a copy of this authorization. I understand that any cancellation or modification of this authorization must be in writing. I understand that I have the right to revoke this authorization at any time unless Ms. Scharff has taken action in reliance upon it. And, I also understand that such revocation must be in writing and received by Ms. Scharff at 6917 Arlington Road, Suite 224, Bethesda, Maryland 20814 to be effective.

This disclosure of information and records is required for the following purpose: 
____________________________________________________________

I understand that information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and may no longer be protected by the HIPAA Privacy Rule.
This authorization shall remain valid for one year.

Patient’s signature: _________________________________ 
Date: ___________________

Patient’s signature: _________________________________ 

Date: ___________________
