


RECORDS RELEASE					DATE:__________________

I, __________________________________________________ hereby authorize 
				(printed name)


___________________________________________________________________

to release information regarding my treatment to:
Diane Kane, M.Ac., L.Ac.
200 East Joppa Road, Suite 108
Towson, MD 21286
Phone: (410) 542-8203
Fax: (410 583-8846
including the records of any treatment rendered to me during the period from
________________________________ to _______________________________.
___________________________________________  Date:__________________
[bookmark: _GoBack]		(signed name)	
