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AUTHORITY TO OBTAIN/RELEASE INFORMATION

I ………………………………………………………………………………………………………………………………………………….
(Client or legal guardian name)

of ………………………………………………………………………………………………………………………………………………..

(Address)

give permission to my psychologist, Jocelyn Andrew to share information about me obtained in the course of psychological services with her with 

General Practitioner, Dr. ………………………………………………………………………………………………..
my psychiatrist, Dr. ………………………………………………………………………………………………………………..
my teacher,  ……………………………………………………………………………………………………………………………...
I understand that this information may be released through oral and written communication. I also give permission for Jocelyn Andrew to obtain information regarding my medical history from 

my General Practitioner,  Dr. ………………………………………………………………………………………………….
my psychiatrist, Dr. …………………………………………………………………………………………………………………..
and to obtain information regarding my education from 

my teacher ………………………………………………………………………………………………………………………………….
I am aware that I can withdraw my consent at any time.

Name: …………………………………………………………………………………………………………………………………………
(Signature of person authorised to sign)

Date: …………………………………………………………………………………………………………………………………………..
JOCELYN L ANDREW Pty Ltd


CLINICAL & COUNSELLING PSYCHOLOGIST


Medicare Provider No: 2579991W, VicPsychReg 2523





Individual, couples & family therapy & hypnotherapy


MPsych(Clinical), BA(Psych), DipEd 


BEd(Counselling), GradDipFamilyTherapy, DipClinicalHypnosis


MAPS(Clinical & Counselling), VAFT(Clinical), ASH(Full Member) 











Suite 5/147 Centre Dandenong Rd


Cheltenham, VIC 3192


Phone:   9583 8850


Fax:   9589 3956


Email: � HYPERLINK "mailto:jocelynandrew@helper.com.au" ��jocelynandrew@helper.com.au�


Website: � HYPERLINK "http://www.helper.com.au" ��www.helper.com.au�








