Dr. Myrna V. Dartson

Licensed Psychologist 

4101 McEwen Road, Suite 625
Dallas, TX 75244
(214) 219-1116
Authorization To Release Information

 TO WHOM IT MAY CONCERN:

I ______________________________________ do hereby authorize the following information pertaining to my emotional and psychological functioning to be released to ______________________________.

Signature ______________________________    Date ________________

Witness _______________________________
