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AUTHORIZATION FOR RELEASE OF INFORMATION

Patient Name: ____________________  Date of Birth: _____________

The following persons/agencies provide care for my child:

Primary Care Physician:
Practice Name: _____________________  Physician Name: _____________________
Address: ____________________________________________________________
Phone #: __________________________  Fax: ______________________________

Other Providers (specialists, school therapies, etc):
Name: __________________________________  Title: _______________________
Agency: _____________________________________________________________
Address: ____________________________________________________________
Phone #: ________________________________ Fax: ________________________

Name: __________________________________  Title: _______________________
Agency: _____________________________________________________________
Address: ____________________________________________________________
Phone #: ________________________________ Fax: ________________________

Records requested:   
_____   Evaluations
_____   Progress Notes
_____   Other (specify) _________________________________________________
From Date __________________________ to Date __________________________

I am the patient/parent/guardian of the client listed above.  I hereby give permission to Premier Speech Therapy, LLC to communicate with and release information to the persons/agencies designated above to facilitate coordination for care for myself/child.  I understand this authorization may be withdrawn by me at any time upon written request.  


Parent/Guardian/Patient Name: ________________________  Today’s Date: ________ 

Signature: ___________________________________________________________
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