
Gary Seeman, Ph.D. 
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______________________________________________________________________________________ 
 

 
 

Main Office & Mailing Address: 582 Market St., Suite 715, S.F., CA 94104  
Marin County Office: 100 Tamal Plaza, Suite 100, Corte Madera, CA 94925 

Consent to Release Confidential Information 
 

I hereby authorize and request Dr. Gary Seeman and the party or parties listed below to 
communicate with each other about my clinical needs and status, including the release of 
confidential information that may consist of personal, psychological, medical and consulting 
records and opinions, resulting from my contacts with him or them: 
 
 
___________________________________________________________. 
 
 
The specific information may include psychological assessment and medical information from 
interviews and personal tests.  
 
I understand that I may revoke this consent at any time by informing Dr. Seeman in writing. I 
acknowledge that it  is my responsibility to revoke this authorization with the other parties listed 
above. This consent shall expire after a period of one year from the date of my signature below. 
 
In consideration of this consent, I hereby release the above parties from any and all liability 
arising therefrom. 
 
 
Client Name(s):_________________________________/________________________________  
  Please print your name(s) 
 
 
Client Signature(s):_______________________/__________________________ Date: 
 
 
 
Parent/legal guardian name:__________________________________ 
 
 
 
Parent/legal guardian signature:_______________________________ Date: 
 
 
 
Witness name: ____________________________________________ 
  Please print your name 
 
 
Witness:__________________________________________________ Date: 
 

E-mail: drgary@drgaryseeman.com • Website: www.drgaryseeman.com 
Phone: (415) 271-2350  Fax: (415) 458-3505  
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