speech therapy

CONSENT FOR RELEASE OF INFORMATION

CLIENT: PARENTS/GUARDIANS:

DATE OF BIRTH:

ASPIRE SPEECH THERAPY IS HEREBY GIVEN PERMISSION TO SEND
REPORTS REGARDING EVALUATIONS AND/OR TREATMENT TO:

Primary Care Physician:
School:

| HEREBY GIVE PERMISSION FOR INFORMATION TO BE RELEASED TO
ASPIRE SPEECH THERAPY FROM:

Primary Care Physician:
School:

SIGNATURE: DATE:

RELATIONSHIP TO CLIENT:
WITNESS:

209832 S, WeCarrav Blvd., #2.44, Revo, Nevada, 4502, Phove: (F75) 451-72.20 Fax: (775) 451-72.241



