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Disclosure:	
  I	
  understand	
  that	
  this	
  informaTon	
  provided	
  may	
  be	
  disclosed,	
  per	
  this	
  authorizaTon,	
  either	
  verbally,	
  in-­‐person,	
  
mailed,	
  or	
  faxed.	
  I	
  understand	
  that	
  releasing	
  of	
  my	
  records	
  will	
  reveal	
  that	
  I	
  am	
  or	
  have	
  been	
  a	
  client	
  of	
  Diane	
  C.	
  Moore,	
  L.P.C.	
  	
  	
  I	
  
understand	
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  conTnued	
  care	
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  RegulaTons	
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  provided	
  to	
  
me	
  in	
  wriTng.	
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  I	
  understand	
  that	
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  revoke	
  this	
  consent	
  at	
  any	
  Tme	
  except	
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This	
  AuthorizaTon	
  expires	
  one	
  year	
  from	
  date	
  of	
  signature,	
  unless	
  revoked	
  earlier	
  in	
  wriTng.	
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