
 
 

 

AUTHORIZATION TO RELEASE /EXCHANGE OF INFORMATION 

 

 

Patient name_________________________________________ 

 

Date of Birth_________________________________________ 

 

Parents’ names____________________________________________________________ 

 

Address_________________________________________________________________ 

 

City, State, Zip code_______________________________________________________ 

 

Home phone_____________________________________________________________ 

 

I hereby authorize the release/exchange of medical records, school records, treatment notes, 

progress and evaluation reports, as well as, other pertinent information regarding treatment of this 

client between: 

 

   Speech-Language Development, SLP P.C. 

 

And the following facilities, but not limited to: Primary Care Physician, Referring Physician, 

Schools, Insurance Company, Therapists and Hospitals: 

 

Facility Name:_____________________________________________________________ 

 

Person/Professional:_________________________________________________________ 

 

Address, City, State, Zip _____________________________________________________ 

 

Phone/Fax:_____________________________/___________________________________ 

 

Signature: __________________________  Date:___________________________ 

 


