Peter C. Thomas, Ph.D., P.C.

3520 Piedmont Road

Suite 330
Atlanta, Georgia 30305

Telephone: 404-364-1626

AUTHORIZATION AND REQUEST TO RELEASE/OBTAIN INFORMATION

Name of Client___________________________________________________________

I hereby authorize Peter C. Thomas, Ph.D.
(   ) to release to:                      

            and

(   ) to obtain from                    _______________________________________________
any information about _________________________including psychological, psychiatric, educational, or consultation, diagnostic, personal history, or treatment.

 I agree that the above names shall not be held liable in any way for furnishing this information.  A facsimile or copy of this authorization is as valid as the original.

This release expires ________________ 

Signature______________________________________

                             Client or Guardian if a minor

Date_______________________________

