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_____________________________________________________ 
Name !

_____________________________________________________ 
Address !

_____________________________________________________ 
Email address !

_____________________________________________________ 
Telephone number !!

I give Lauren Rose, LCSW permission to release personal information about me and my 

treatment to the above named individual and/or organization and  give that person/

organization permission to release information to Lauren Rose as well. 

!
!!!

_____________________________________________________ 
Print name !

____________________________________________________ 
Signature !

_____________________________________________________ 
Date

  
17 Purdy Ave, Rye, NY 10580    914-921-9100 

     www.rosecenterny.com   www.facebook.com/TheRoseCenter   
laurenroselcsw@gmail.com
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