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CONSENT FOR RELEASE OF RECORDS/INFORMATION REQUEST

1. I, _______________________________________________ DOB __________________________
            (Patient’s Name)                                                   

2. DO HEREBY AUTHORIZE _______________________________ OR HIS/HER DESIGNATED AGENT
      TO RELEASE INFORMATION/RECORDS TO or RECEIVE INFORMATION FROM THE FOLLOWING    
      PARTIES:    
Name:  __________________________________________________________________________

Phone or Fax:______________________________   Email:_________________________________
3. CONCERNING:
· Attendance & Progress		       □ Other (Specify) __________________________________	
· Therapy Notes/Records 		     
·  Treatment Plan

4. THE DISCLOSURE OF VERBAL AND/OR WRITTEN INFORMATION AUTHORIZED HERE IS MADE FOR THE FOLLOWING PURPOSE(S):

____________________________________________________________________________________
					
5. __________________________________________________________________________________
Printed Name of Self/Legal Representative						Date

  __________________________________________________________________________________
Self/Legal Representative Signature							Date
 _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
PLEASE NOTE:  Any information/records released on your behalf must be consented to and signed by you/parent/legal representative.  This form along with your credit card information must be completed before any information/records can be sent

For the items below, you will be charged for the time spent at the self-pay rate.
1. Form completion or summary request to other professionals
2. Phone Calls to other professionals  

For the item below, you will be charged at the designated rates.
3. Records Requests: 
Paper Format: $25.00 for the first 20 pages and $0.50 per page for every copy thereafter. 
Electronic Format: $25.00 for 500 pages or less; $50 for more than 500 pages.

CARD NUMBER: ___________________________________________________	(Exp. Date_______/_______

FULL Billing Address associated with this card: 								

CITY: 		______________________	 STATE: 	________	 ZIP CODE: 			

Signature:_____________________________________________________________________________________
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