FAMILY SPEECH & THERAPY SERVICES

CONSENT TO RELEASE PRIVATE DATA

Name of child: DOB:

I hereby authorize Family Speech & Therapy Services to use or disclose health
information about my child. The use or disclosure shall be limited to the information,
persons, purposes, and timeframe described below.

Information to be used or disclosed
| authorize the use or disclosure of the following protected health information created
from / / to September 30, 2011.

Speech-Language Records and/or Occupational Therapy Records
| hereby authorize Family Speech & Therapy Services

_____torelease information to: _____to obtain information from:

School Phone Number Fax Number
Address

Physician Phone Number Fax Number
Address

Insurance Phone Number Fax Number
Address

Other Phone Number Fax Number
Address

I understand that | may change this authorization at any time.

Parent Signature Date

1891 Station Parkway NW, Andover, MN 55304 « 763-755-4275 « fax 763-755- 4261
www.familyspeech.com



