SHERI SPIRT, M.D.

PSYCHIATRY

16 East 96th Street Unit 1A

NEW YORK, N.Y. 10128

(212) 595-6901 (phone and fax)

ssdr18@aol.com

_________________________

Date

     I hereby authorize___________________________________________ 

                                        (Provider of information)

to release any and all information about me to Dr. Sheri Spirt for the purpose of completion of evaluation or for updating records.  These should include all of my most recent psychiatric records, any psychosocial summary written, progress notes, and other information about me which Dr. Spirt you believe will find helpful.   The information should be sent to the above address or faxed to the above fax number.  In addition, you can also email any information, and please bear in mind all modes of communication are only viewed by the doctor and are completely confidential, to the above email address.  Thank you in advance for your cooperation and promptness.





____________________________________

                  (Printed name of patient)

           ____________________________________

                            (Signature)

Please send to all prior mental health providers

(witness)

____________________

