CONSENT FOR RELEASE OF INFORMATION

To: Re:

| hereby give my consent for the release of information with Dr.
Judith A. Peters, including any and all information regarding the
history, observations, therapy and treatment for.

Client Print Signature:

Client Signature:

Date of Consent:
Client Phone No.:

Judith A. Peters, Ph.D.
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¢ )M ot th.D.
BCIA #1356

WA C# 60150527

PHONE: 206-855-9265
FAX: 206-780-0462

drjpeters@gmail.com
www.drjudypeters.com

15420 Smoland Lane NE [ Bainbridge Island WA 98110 (1 206-855-9265



