(PLEASE PRINT)

the undersigned, hereby authorize and direct my therapist:

Therapist Name:

Telephone: ( )

to release all personal information pertaining my evaluation and treatment to:

Educational Awakening Center
5850 Canoga Ave. Suite 400
Woodland Hills, CA 91367

Patient Signature Date

Educational Awakening Center ® Mailing Address: 5850 Canoga Ave., Suite 400, Woodland Hills, CA 91367, USA
Tel (818) 705-6979 m Fax (818) 705-1076 m website: www.eacseminars.com ® email: ariya@eacseminars.com



