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The Psychology Clinic, lnc.
CONSENT FOR RELEASE OF INFORMATION

WITH PRIMARY CARE PHYSICIAN

t, _, authorize or do not authorize
Client Name (Circle One)

an exchange of information about my treatment at The Psychology Clinic with my primary
care physician or provider listed below:

Primary Care Physician Clinic Affiliation

Clinic Address Clinic Phone#lFax#

ClienVlegal Representative Signature Date

Provider Representative Date

The Psychology Clinic, lnc.
310 North Midvale Blvd., Suite 202, Madison, Wl 53705

(608) 238-9991 FAX (608) 238-1e29

The Psychology Clinic, lnc.
1190 Prairie Street, Prairie du Sac, Wl 53528

(608) 370-6551 FAX (608) 370-6554

The Psychology Clinic, lnc.
197 g'd Avenue

Baraboo, Wl 53913
(608) 448-2797 FAX (608) 448-27ee


