
WILSON CLINICAL SERVICES, PLLC. 
1117 A Street Tacoma, WA 98402-5003 

 
CONSENT TO RELEASE OF INFORMATION FORM 

 
 
I, ______________________________, hereby give my permission for Dr. Jaime A.B. Wilson, 

Ph.D. to communicate confidential information to _____________________________________.   

 

Name (print): ___________________________________________ Date___________________ 

Signed: ________________________________________________ Date___________________ 
 
Witness: _______________________________________________ Date___________________ 
 
 


