Kris Spangler, MA, MFT


Psychotherapist

Consent to Exchange Information 

 I give my consent for my psychotherapist, Kris Spangler, to acknowledge that I am her client to, and to exchange only pertinent and necessary clinical information with, ___________________________________________

___________________________________________

___________________________________________.

This consent will automatically expire on ___________________.

 I have the right to rescind this permission at any time.

 _________________________________                                _________________

Signature






   Date

 _________________________________

Printed Name

536 South Main Street


Sebastopol, CA 95472





Phone: 707-829-8293


FAX: 707-861-3756


krislinkk@earthlink.net


KrisSpanglerMFT.com














