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CONSENT FOR RELEASE OF INFORMATION

I authorize Dr. Jayme M. Jones to exchange information about my child,
_______________________, in order to assist with his/her assessment.  She may exchange
information with the following people (please initial next to each name):

_______ __________________________

_______ __________________________

_______ __________________________

_______ __________________________

This consent for release of information will remain in effect from _________ through
__________, and may be rescinded at any time, by written notice.

_________________________________ ________________
Parent/Guardian Date

_________________________________ _________________
Parent/Guardian Date

Jayme M. Jones, Ph.D.

  2573 Pacific Coast Hwy., Suite A171
 Torrance  CA  90505

(424) 337-1510
jaymejonesphd@gmail.com


