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Faculty & Staff Assistance Program 
Human Resources

3333 California Street, Suite 293

San Francisco, CA 94143-0938

 Main:  (415) 476-8279 /  Fax: (415) 476-6183

CONSENT TO RELEASE INFORMATION

Client Name:

______________________________________

Birth Date: 

_______________________________________

This release of information authorizes UCSF’s Faculty & Staff Assistance Program (FSAP) to share information from my (or my child’s) records with the individual or agency listed at the bottom of this form.

I give permission to FSAP and the individual/agency listed below to share the following information:

Psychiatric

Psychological

Psychometric

Medical

Educational

Social

Other ________

All of the Above

I also agree to allow the individual/agency listed below to share information regarding my treatment with my FSAP counselor.

I understand that this authorization is valid for one year from the date listed below.  I also understand that this information may not be released to any other person or organization without my permission in writing.  A photocopy of this authorization shall be considered valid.

__________________________________

______________________________________

Individual





Agency or School Name of Individual








______________________________________








Street Address








______________________________________








City, State & Zip Code








______________________________________








Telephone Number

___________________________________

__________________________________________

FSAP Client Signature

Date

Witness




Date

