
I  HEREBY  AUTHORIZE  DISCLOSURE  OF  MEDICAL  INFORMATION  OBTAINED  DURING  THE  COURSE  OF  MY  
EVALUATION  AND/OR  TREATMENT.

FROM:

AUTHORIZATION  TO  RELEASE  MEDICAL  RECORDS

TO:  

DR.  STEFANIE  MIKULICS
1050  Las  Tablas  #2

Templeton,  CA  93465
phone:  805-­‐434-­‐9441
fax:  805-­‐434-­‐9456

TO  INCLUDE:
ANY  AND  ALL  MEDICAL  RECORDS

CONSULTATIONS RESULTS  OF  BLOOD  TEST  TO  DETECT  ANTIOBODIES/ANTIGEN  TO  THE  

OTHER:

THIS  INFORMATION  IS  NEEDED  FOR  THE  PURPOSE  OF:

LOGICAL  TESTING  OR  TREATMENT  BIOFEEDBACK  TRAINING  AND/OR  ALCOHOL/DRUG  ABUSE.

COME  INVALID  ON  YEAR  FROM  THE  DATE.

SIGNATURE: DATE:
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