12302 Bluff Haven Ln
N Cypress, TX 77433
PH: 936.703.5064

FX: 1-844-559-5504

www.BabelTherapy.com
Changing Lives Through Communication

CONSENT TO EXCHANGE INFORMATION

Patient’s Name: Date of Birth:

Current Address:

Telephone Number(s):

I hereby give my consent for the Babel Therapy, PLLC to exchange information with:

(Name and Address of Agency/Individual)

Information exchanged may include but is not limited to speech/language and hearing records, medical
reports, academic information and program planning. Information may be shared through written
reports, by phone, fax or in person.

All of the information | hereby authorize to be exchanged with the above will be held strictly confidential and
cannot be released without my written consent. | understand that I have the right to inspect and copy the
information to be disclosed. | understand that | may withdraw this authorization at any time.

This request is effective up to and including six (6) months from the date of signature.
(1 By checking this box, you authorize Babel Therapy, PLLC to periodically send you, via email or U.S. mail,

helpful information related to communication disorders, special promotions the Practice may have to offer, and/
or information about special fundraising events to benefit the Practice.

Signature of Consenting Party Relationship to Patient
(must be legal guardian/conservator)

Date



