
---- ---------------

CLAIRE M. KARAM, Ph.D. 

1776 S. Jackson St., Suite 411 


Denver, Colorado 80210 

3031393-8794 


Fax # 303/388-3896 


RELEASE OF INFORMATION 


TO: (Person sending release to) 

Name 

Street Address 

City State Zip 

Telephone Number 

I, _________________ (your name) hereby give my permission 

to CLAIRE M. KARAM, Ph.D. to obtain the following information for the 

purpose of evaluation and treatment: (check all that apply) 

Medical records 

Evaluations 

Course oftreatment 

Other 

Signed ~__________ Dated 
(your name) 




