
 

 PARENT RELEASE OF INFORMATION  
 
 
 
 
 

I,________________________________________________, hereby voluntarily authorize the 

exchange of my  information with Arlene Winkle, LMSW, for the purpose of a child custody 

evaluation. 

  
By signing this document, I consent to release of my employment, related medical records, 

education records, the state Health and Welfare agency records, counseling records and any other 

information related to the custody evaluation.  

 

 
_______________________________      ________________     
Parent Signature                                  Date  

 

 

W I N K L E  C O U N S E L I N G  A N D  
 F A M I LY  W E L L N E S  

  

P A R E N T  &  C U S T O D Y  E V A L U A T I O N S  

3 3 5 0  AMER ICANA  TERRACE  SU I TE  2 1 5  •   

BO I S E ,  I D AHO  •  8 3 7 0 6  

PHONE :  2 0 8 - 3 4 2 - 7 0 3 0   


