
 

CARL L. POTTER, III LCSW 

 
C O N F I D E N T I A L 

 
R e l e a s e    o f     I n f o r m a t i o n 

 
 
DATE: _______________ 
 
 
I ____________________________ authorize Carl Potter, LCSW to release medical records information to, or  
 
receive it from, the following parties:  
 
 

____________________________________________________________________________________________ 
 

____________________________________________________________________________________________ 
 

____________________________________________________________________________________________ 
 

____________________________________________________________________________________________ 
 
 
 
This release is regarding:__________________________________________________ 
 
 
It will contain the following information: 
 

____________________________________________________________________________________________ 
 

____________________________________________________________________________________________ 
 

____________________________________________________________________________________________ 
 

____________________________________________________________________________________________ 
 
 
 
Responsible Party’s signature: ____________________________________________ 
 
 
 
This release will be valid for duration of 12 months and then will be renewed if necessary. 


