ILDIKO TABORI, PHD

PSYCHOLOGIST
CA PSY19688

AUTHORIZATION FOR DISCLOSURE OF INFORMATION

I, , HEREBY AUTHORIZE THE
RELEASE OF INFORMATION REGARDING MYSELF, MY TREATMENT, AND/OR ANY
PSYCHOLOGICAL OR NEUROPSYCHOLOGICAL EVALUATIONS:

FROM ILDIKO TABORI, PHD TO:

PHONE AND/OR EMAIL

AND / OR

To ILDIKO TABORI, PHD FROM:

PHONE AND/OR EMAIL

FOR THE PURPOSE OF:

I UNDERSTAND THAT | MAY REVOKE THIS CONSENT AT ANY TIME BY INFORMING
THE OFFICE OF DR. ILDIKO TABORI IN WRITING.

SIGNATURE: DATE:

PRINT NAME:

EXPIRATION OF CONSENT:

REV. 9/18



