
Consent to Exchange and Release Information 

 
 

  

For the benefit of my mental health care, I ____________________________________________  

 

 

(if minor: on behalf of:___________________________________________________________) 

 

authorize the therapist Tyler Ong, PsyD, MS to exchange information regarding my mental health 

and psychological issues with the following: 

- other therapists/psychologists/mental health personnel 

- medical professionals and institutions (doctors, nurses, authorized hospital personnel) 

- legal personnel (subpoena servers, lawyers, judges) with proper identification and 

documentations 

- staff of agencies or institutions that have, are now, or may provide social, medical, 

psychological, or legal services to me.  

 

I also authorize the exchange of information with the following individuals (family, 

friends, relatives) or agencies: 

  

a. Name: _______________________________ Relationship:__________________ 

 

 

     Address:___________________________________________________________ 

 

 

     Contact information (telephone/cellphone number or email):__________________ 

 

 

b. Name: _______________________________ Relationship:__________________ 

 

 

     Address:___________________________________________________________ 

 

 

     Contact information (telephone/cellphone number or email):__________________ 

 

c. Name: _______________________________ Relationship:__________________ 

 

 

     Address:__________________________________________________________ 

 

 

     Contact information (telephone/cellphone number or email):__________________ 

 

 

 

 

 



I understand that the exchange of information conducted by the therapist is made with the 

intent of providing comprehensive, competent, and holistic psychotherapeutic service for my 

benefit. Any information obtained by the therapist from the exchange of the above mentioned 

authorized personnel will be kept confidential. Any information released by the therapist to the 

above mentioned authorized personnel will be kept to the barest minimum required by said 

personnel, and with care taken to avoid misinterpretation and harm to me as a client as much as 

possible. I understand that I have the right to terminate this consent at any time. I also 

acknowledge that this consent expires by itself after one year from signing. If I am a parent or 

guardian, I authorize such exchange on behalf of my child/ward/dependent. 

 

 I hereby release and hold harmless the therapist, Tyler Ong, PsyD, MS, from any claims, 

demands, and liabilities which may result from the exchange of information about my situation 

acknowledging that there is no malicious intent in the exchange of information. By signing this 

consent, I understand and agree with the above terms.  

 

 

 

 

 

_______________________________                                            _________________________ 

Signature of Client/Parent/Guardian     Tyler Ong, PsyD, MS 

              Therapist 

 

 

________________       _______________ 

 Date         Date  

    


