Release of Information Form
Client Name:
Client Address:
Client Phone number & email:
Client date of birth:

| authorize Kaseja Wilder to share information with the following person(s):

Name: Phone number:
Name: Phone number:
Name: Phone number:

I, the undersigned, understand that the clinician, Kaseja Wilder, LCSW, may
share confidential information with the person(s) | have named on this form.
Further, | understand that the information shared will be limited to any

information needed to further the therapeutic process. | revoke this release of

information at any time by providing the clinician with a new Release of
Information Form.

Signature of client: Date:

Kaseja Wilder, LCSW
kasejawilder@protonmail.com
(541) 844 5038
1292 High St, Number 160, Eugene, OR 97401



