

Patient/Child’s Full Name: _________________________

Date of Birth: ____________________________

Father: __________________________ 

Mother: _____________________________

Phone: _________________ Alternative Phone(s):_________________
I authorize speech-language pathology records (treatment notes, evaluation reports, phone consultation regarding treatment and pertinent questions) to be released to the following, unless cancelled by patient (no expiration date):

Name: ___________________________________ 

Organization: ________________________________________
Phone: __________________________________

Permission to Fax Records: Yes ______ No_____   

Permission to E-Mail Records: Yes______ No_______

Signature: __________________________________  
Date: ______________________
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