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Release of Information Form

Child’s Name_____________________________________ Date of Birth __________________
Parent/Guardian ________________________________________________________________
Address ______________________________________ City/State _______________________
Zip Code ____________ Phone Number ______________________ Date __________________

· I hereby authorize any physician, clinic, hospital, institution or school to release medical and psychological information regarding my child, (Child’s Name) _________________ to Empower Pediatric Therapy. I understand that this information is to be used for professional purposes only and that it will be regarded as confidential. I also authorize Empower Pediatric Therapy to contact any persons or institutions to obtain any additional information regarding my child, when necessary.

Signature of Parent/Guardian: _____________________________________________________



· I hereby authorize Empower Pediatric Therapy to release therapy reports regarding my child, (Child’s Name) _________________________________, to any entity or professional associated with my child’s care (physicians, any clinic, hospital, institution, insurance company, school, and other).  


[bookmark: _GoBack]Signature of Parent/Guardian:______________________________________________________
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