Release of Information Form

I………………………………………………...,
Give permission for…

Doctor’s name………………………………………..Ph No………………. 

Psychiatrist’s name………………………...................Ph No…..…………..

Counsellor’s name……………………………………Ph No……………….

Or other workers/interested parties

……………………………………………….................................................
……………………………………………………………………………….

……………………………………………………………………………….

……………………………………………………………………………….

…………………………………………..……………Ph No……………….

to exchange information with a representative of Maroondah Addictions Recovery Project Inc.

Signed……………………………………

Date:

