
Uriah Guilford, MFT 
2455 Bennett Valley Road Ste. 210C  

Santa Rosa, California 95404  
(707) 520-4357 or uriah@helpthiskid.com 

 
 
Authorization for Release of Information 
 
 
I hereby authorize the release and exchange of all pertinant medical, psychological, and  
 
educational information concerning (client) ____________________________________ 
 
between ___________________________________ and Uriah Guilford, MFT for use in  
 
assessment, consultation and/or psychotherapy.  
 
This authorization shall be valid until: __________________________ 
 
I agree that a photocopy of this authorization shall be as valid as the original, and that I  
 
may revoke this release at any time. I have received a copy of this authorization.  
 
 
Signed _______________________________________ Date _____________________ 
 (Client, Parent, or Gaurdian) 
 
 _______________________________________  Date _____________________ 
 (Witness) 


