
Harmony Heals, Inc 
 

 
 

Release of Information Authorization 
 

 
I hereby authorize ____________________________to release medical, psychiatric, 
psychological, educational or social information to _______________________ of 
Harmony Heals, Inc.  
 
 
____________________________  ________________________ 
 Client Name     Date of Birth 
 
 
__________________________________  _____________________________ 
Street Address     City, State, & Zip 
 
 
__________________________________  _______________ _________________ 
Signature      Today’s Date  Effective Until 
  
 
 

 
I hereby authorize Harmony Heals, Inc to release medical, psychiatric, educational or 
social information to the following: 
 
 
To: _________________________________________ 
 
       _________________________________________ 
 
       _________________________________________ 
 
 
_____________________________________  ___________________ 
Client Name       Date of Birth 
 
____________________________________________  _______________________ 
Street Address       City, State & Zip 
 
___________________________________________  ______________  ______________ 
Signature      Today’s Date  Effective Until 
 
 
 

 
24351 Moulton Pkwy Suite 120 Laguna Woods, Ca. 92637 

Telephone (714) 897-1615, (949) 837-2751 & Fax (949) 586-5695 



 


