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Authorization for release of confidential information.


This will authorize Abuse Recovery Ministry & Services to release Her Journey class attendance information on the below client.


Client’s Name: ___________________________________


Client’s date of birth: ________________________


Agency/Person to release information to: 

___________________________________________________

Email: ___________________________________  Phone: ________________________




Client’s Signature:________________________________________________Date:____________

Witness Signature:__________________________________________Date:____________


image1.jpeg
D 4

AbuseRecovery

MINISTRY SERVICES




