Date ______________

The following people can have access to my records from Dr. Leigh Kent’s office.  I also give permission for Dr. Kent or any member of her staff to speak with those listed below regarding treatment, medications, or anything pertaining to my case. If you prefer to not  release your records, please initial here ______ and sign/date below. 
Name:  _____________________
Relationship:  _____________ Phone:__________

Name:  _____________________ 
Relationship:  _____________ Phone:__________

Name:  _____________________
Realtionship:  _____________ Phone:__________

Name:  _____________________
Relationship:  _____________ Phone:__________

Signed: _____________________________

Date:  ______________________

