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Records Release Form 
 
 
I,______________________________________________ (Client) give   
 
Sarah Lombardo permission to release my clinical records to  
 
________________________________________________________________ 
 
________________________________________________________________ 
 
 
for the purpose of:  
 
________________________________________________________________ 
 
________________________________________________________________ 
 
 
   
 
 
Signature:_________________________________         Date______________ 
 
 
 
 
 
 


