
MARINA BYSTRITSKY, Ph.D. 
467 Hamilton Ave, Suite 26 

Palo Alto, CA 94301 
(650)525-5522 

E-mail: mbystritsky@yahoo.com 
 

Authorization to Request and/or Release Information 
 
 
Client’s Full Name: __________________________________Date of Birth:________________ 
 
I authorize Marina Bystritsky, Ph.D. to request and exchange confidential professional 
information, including personal, psychological, medical records and opinions, with: 
 
_____________________________________________________________________________ 
Name of Person or Organization 
____________________________________________      ______________________________ 
Street Address                                                                      Phone 
____________________________________________      _______________________________ 
City/State/Zip Code                                                             Fax 
 
_____________________________________________________________________________ 
Name of Person or Organization 
____________________________________________      ______________________________ 
Street Address                                                                      Phone 
____________________________________________      _______________________________ 
City/State/Zip Code                                                             Fax 
 
_____________________________________________________________________________ 
Name of Person or Organization 
____________________________________________      ______________________________ 
Street Address                                                                      Phone 
____________________________________________      _______________________________ 
City/State/Zip Code                                                             Fax 
 
I understand that I have no obligation whatsoever to disclose the requested information and that I 
may revoke this consent at any time by informing Dr. Bystritsky or the above named parties. 
 
In consideration of this consent, I hereby release Dr. Bystritsky and the above named parties 
from any and all liability arising therefrom. 
 
__________________________________________             _____________________________ 
Signature of Client or Legal Representative                           Date 
 
__________________________________________             _____________________________ 
Print Name                                         Relationship to Client  
              


