
 

 

Pamela Salaam, LCSW 
1525 Lakeville Dr., Suite 110 

Kingwood, TX  77339 

(832) 330-2567 

 

RELEASE OF INFORMATION 
I authorize Pamela Salaam, LCSW or her agent, to release information to the following people for purposes of helping with my treatment. 

Highlighted items are required. 
 

EMERGENCY CONTACT 
 
Name_____________________________________________________________________  Relationship _______________________________   
 
 
Address _____________________________________________________________________________________________________________ 
 
 
City _____________________________________________________________________ ST ________  Zipcode ________________________ 
 
Phone Numbers (Hm)_______________________________ Cell ________________________________Bus____________________________ 
 
 
PLEASE INITIAL IF INFORMATION ABOUT YOU MAY GIVEN TO THIS PERSON if they request it. YES________  NO__________ 
 

 

 

PSYCHIATRIST, if applicable  
 
Name________________________________________________________________________________________________________________ 
 
Address _____________________________________________________________________________________________________________ 
 
City ________________________________________________ ST______Zipcode______________Phone______________________________ 
 

 

PRIMARY CARE PHYSICIAN 
 
Name________________________________________________________________________________________________________________ 
  
Address _____________________________________________________________________City _____________________________________  
 
ST _________________  Zipcode__________________  Business Phone__________________________________________________________  
 

 

FORMER THERAPIST, if applicable   
 
Name___________________________________________________________________________________________________ 
  
Address ___________________________________________________________________________ City ______________________________ 
 
ST ____________  Zipcode____________________ Business Phone ____________________________________________________________ 
 

 

INSURANCE COMPANY _________________________________________________ Policy No.________________________________ 
  
Group No._______________________________________________________ Phone No.____________________________________________ 

  
Name of person carrying insurance________________________________________________________________________________________ 
 
Name of business _____________________________________________________________________________________________________ 
 
Date of Birth  of person carrying insurance _________________________________ SS# ____________________________________________ 
 
EAP authorization  number, if applicable ___________________________________________________________________________________ 
 

 
 
 



 

 

ANY OTHER PERSON TO WHOM YOU AUTHORIZE RELEASE OF INFORMATION 
 
 
Name_______________________________________________________________________  Relationship _____________________________ 
  
Address ___________________________________________________________________ City ______________________________________  
 
ST ________  Zipcode___________________ Phone Number(s)________________________________________________________________ 
 
 

SIGNATURE_____________________________________________________________________________ Date ______________________ 


