Healthy Balance, Inc.
Staci Hendrickson MS, RDLD
Nutrition Therapist

Authorization for Release of Protected Health Information
Including that Related to Drug or Alcohol Abuse and Psychiatric Records

I,_______________________________________________, do hereby consent to and authorize Healthy Balance, Inc. and its employee(s) to obtain from, release to, and exchange oral and written information including secure email correspondence with:
____________________________________________________________________________________________________________________________________________________________
The authorized information would pertain to_________________________________________.
Date of Birth:__________________________

This authorization will expire one year from original release.   This authorization to release information is subject to the following restriction(s):
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

______________________________________			________________________
Client Signature							Date
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