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CONSENT FOR RELEASE OF INFORMATION

I, _____________________________________________________, am the (circle one) parent / surrogate parent / 

legal guardian of___________________________________________, date of birth_________________________

                                                        (Child’s name)
and I hereby authorize Therapedia and the following named individuals/institutions/professionals along with the insurance company to RECIPROCALLY RELEASE AND DISCLOSE INFORMATION IN WRITTEN AND VERBAL FORM, DISCUSS MY CHILD, AND FORWARD CURRENT EVALUATIONS AND PROGRESS REPORTS BETWEEN:

Pediatrician:_______________________________________
Other Physician (specify)________________________

Speech Therapist:___________________________________
Educational Therapist:_________________________

Teacher:__________________________________________
Psychologist:________________________________

Other OT/PT:______________________________________  Hospital: ___________________________________

Other (specify):__________________________________________________________________________________

To:  Therapedia, 1101 Keller Parkway, Keller, TX 76248

· I do not want the following information on my child released: ____________________________________

__________________________________________________________________________________________

· This Authorization will apply to records created from the time of initial visit unless a beginning and ending date are noted here:______________________________  to  ____________________________________.

· I authorize the release of this information for the purpose of intervention/treatment planning.

· I understand that these records are confidential and cannot be disclosed without my written authorization except as other provided for by law, and that my consent is voluntary and may be revoked at any time.

· This authorization shall expire on:____________________________________________.
· I am signing as a parent/surrogate parent/guardian of a minor child; I further understand the record released may contain references to myself and/or my family.

________________________________________________
___________________________________________

Signature of Responsible Party




Witness

________________________________________

_________________________________________

Date






Date

