
I give permission for Deborah McCarthy RD, CPT, CBCC to consult with and share confidential 
information with the following medical/clinical practitioners: 

Name  _______________________________________________________________________ 

Address  _____________________________________________________________________ 

Phone number  ________________________________________________________________ 

Name  _______________________________________________________________________ 

Address  _____________________________________________________________________ 

Phone number  ________________________________________________________________ 

Name  _______________________________________________________________________ 

Address  _____________________________________________________________________ 

Phone number  ________________________________________________________________ 

This release will be valid for 12 months from the signature date. This information is being 
released for the following reason: 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

____________________________________         ____________________________________   
                 Patient name (printed)                         Patient signature (if minor, parent signature)        

Address  _____________________________________________________________________ 

Phone number  ________________________________________________________________ 

Date signed  __________________________________________________________________

Consent to Release 
Confidential Information

Deborah McCarthy, RD, CPT, CBCC 
26932 Oso Parkway, Ste. 200 

Mission Viejo, CA 92691 
nutrition4oc@gmail.com 

(949) 798-5007


