Family Court Services Division

 430 Center Street

Yuba City, CA 95991

Phone:  822-3305
Fax:  822-3405
AUTHORIZATION FOR RELEASE OF INFORMATION


I, ___________________________________________________________________, specifically authorize any public agency, private person, employer or past employer, medical doctor, psychologist, treating therapist or hospital possessing information about me or my children (listed below), including psychiatric information, confidential or otherwise, to release same (including copies) to the Superior Court through its duly appointed Court Investigator, such information to be used as the Court may deem fit and proper.

A copy of this release shall be as valid as the original.

This release shall remain in effect for one year from the date of my signature, unless otherwise revoked.

CHILD(REN)’S NAME(S)




D.O.B.

_________________________________________________
___________________

_________________________________________________
___________________

_________________________________________________
___________________

________________________________________________
___________________

_________________________________________________
___________________

_________________________________________________
___________________

_________________________________________________
___________________

_________________________________________________
___________________

(Use back of this form for additional space, if needed)


__________________________

______________________________________________

                      Date




Authorizing signature

__________________________

______________________________________________

                      Date




  Court Investigator

CHILDREN’S NAMES  AND DATE OF BIRTH HERE





YOUR NAME HERE





DATE AND SIGN HERE








