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Release of Information Form 

       
           

             
           

      Print Name: ______________________________________   

I, _________________________, give consent to my therapist, _____________________________ 
to release confidential information to Alliancnce Graduate School of Counseling for the 
purpose of verification of my attendance to therapy group as a part of the course 
requirement for GCN 604 Group Dynamics & Therapy.

 Signature ___________________________ Date ____________


