[image: image1.jpg]THE !

CENTER:

southern oregon




Release of Information

Client: _________________________
       DOB:  ________________
I. 
I authorize the exchange of information and documentation between Speech Center 
Providers regarding myself/my child’s treatment.


Signature: ____________________________       Date: ___________________
II. 
I also authorize the exchange of information and documentation relating to 
me/my child to/from the following entities. This information will be used for 
professional purposes only and will not be divulged to any outside sources 
without express written permission.


Primary Care Physician(s): (required in order to obtain Rx)





Name: ______________________________


Company: ___________________________


Address: ____________________________


    ____________________________


Phone: ______________________________





Signature: ___________________________  


Date: _______________________________





Name: ______________________________


Company: ___________________________


Address: ____________________________


   ____________________________


Phone: ______________________________





Signature: ___________________________  


Date: _______________________________











Other entities:





Name: ______________________________


Company: ___________________________


Address: ____________________________


    ____________________________


Phone: ______________________________





Signature: ___________________________  


Date: _______________________________





Name: ______________________________


Company: ___________________________


Address: ____________________________


   ____________________________


Phone: _____________________________





Signature: ___________________________  


Date: _______________________________














