From: Yelena Shik                                                        To:  Dr.______________
R LCSW                                                                                                              
6080 Jericho Tpke., Ste. 304                                               
Commack, NY 11725                                                                                          
Cel. # 631-374-5668


Dear Dr. _________________________
Your patient has been receiving psychotherapy services at this office.  
  Yelena Shik

____________________________________________________________
I, ______________________  , give my consent to inform my primary care

physician, Dr. __________________  (Dr.’s phone number is __________)

regarding my treatment at this office.

Sincerely,

_____________________________

Patient’s signature
Date:
