
 

Sheryl B. Hausman, Ph.D. 
1030 Sir Francis Drake Boulevard, Suite 120 

Kentfield, California 94904 
415.924.8940 phone 

415.924.4456 fax 
drhausman@comcast.net 

Licensed Psychologist PSY 10114 
 

Authorization for Release of Confidential Information 
 
 
Client's Name ___________________________Birth date________ 
 
I, _______________________and/or________________________ 
 Name                                                          Name  
 
Authorize _____________________________________________ 
                             Releasing Professional/Agency       Phone #                               
 
  _____________________________________________ 
                        Address 
 
To exchange information/records with Sheryl B. Hausman, Ph.D., with the 
knowledge that such contact discloses my services. The disclosure of 
information/records is required for evaluation, treatment planning, or for the 
following purpose: 
   
 _______________________________________________ 
 
 _______________________________________________ 
 
This consent is subject to revocation by the undersigned at any time. If not earlier 
revoked, this consent expires one year after the signature date. 
 
 
Signed  ___________________  ______________ 
           Client/Parent/Guardian  Date 
 
  ___________________  ________________ 
  Client/Parent/Guardian  Date 
 


