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Learning Links, LLC

CONSENT FOR SERVICES
I, _____________________________________ (parent/guardian), give my permission to Learning Links, LLC to exchange information (verbal and/or written) regarding __________________________________ with the following professionals, including, but not limited to, doctors, teachers, program directors, psychologists, speech therapists, physical therapists, occupational therapists, and/or any other professional working with my child:  


Name of Professional




Phone Number

________________________________

______________________________

________________________________

______________________________
________________________________

______________________________

________________________________

______________________________

________________________________

______________________________

________________________________

______________________________

I understand that the fees for services provided are due on or before the due date specified on the invoice.

_________________________________________


__________________

Signature of Parent/Guardian





Date
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