
Holly LaBarbera, LMFT #84042 
3100 Mowry Avenue, Suite 410, Fremont, CA 94538 (510)402-2855 

 
 AUTHORIZATION TO EXCHANGE and/or RELEASE CONFIDENTIAL 

INFORMATION 
 
Client’s Name: ______________________________________________ Birthdate: ____________________  
 
 
By signing this document, I _____________________________________________________ authorize  

(Client/Parent/Guardian)  
Holly LaBarbera, LMFT, to release and/or exchange the following confidential 
information regarding treatment:  
 
Diagnostic______ Legal______ Psychological______  Educational______ 
 
Medical______  Social______ Observational_____  
 
Other______________________________________  
 
Either by phone, email and/or written reports with:  
 
Name: ___________________________________________ Title: _____________________________  
 
Phone: _______________________________________ Fax: __________________________________  
 
Address: _____________________________________________________________________________  
 
Email: _____________________________________________  
 
I understand that any cancellation or modification to this authorization must be in  
 
writing. This authorization shall remain valid until ____________________________________.  
 
 
 
_____________________________________  ____________________________________  __________  
Name of Client/Parent/Guardian   Signature     Date  
 
 
_____________________________________  _____________________________________  __________  
Name of Client/Parent/Guardian   Signature     Date   


