




CONSENT FOR RELEASE OF INFORMATION 

I hereby authorize _______________ to release information 
(Health Care Facility/Counselor's Name) 

from the records of ______________ _:! _____ _
(Patient's Name - please print) (Date of Birth) 

(Date(s) of treatment) 

This information is to be released to Office of Matrimonial Concerns of the 

Diocese ofErje. 429 E. Grandview Blvd.. Erie, Pennsylvania 16504 
(Name and Address ofRequestor) 

in order to help me in determining a matter of conscience in reference to my marriage and 
none of these records will be used for any other purpose or divulged to anyone outside the 
Marriage Tribunal. The information to be released is: 
□Psychiatric Evaluation □Therapy Notes

□Diagnoses □Discharge Summary

□Other

I have been told that, in order to protect the limited confidentiality of these records, my 
agreement to obtain or release information is necessary and that this consent is limited for 
the purposes and to the agency or person listed above. This consent will be effective 
from the date of my signature for a reasonable time in order to effectuate the purposes for 
which it is given. I also understand that this consent is revocable upon written request 
except to the extent that action has been taken in reliance thereon. I understand the nature 
of this release and freely give my consent. 

This consent shall be in effect from ________ until ________ . 

Date of Signature Signature of Patient 

Date of Signature Signature of Witness 


