[bookmark: _GoBack]Authorization for Release of Information

This form gives permission to communicate with your other healthcare providers to exchange chart notes, laboratory values, etc.  Please include the name of your primary physician, specialists and coaches whom you would like contact to be kept with.

Provider Name:_____________________________________ Phone Number:______________

Provider Name:_____________________________________ Phone Number:______________

Provider Name:_____________________________________ Phone Number:______________

Provider Name:_____________________________________ Phone Number:______________

Provider Name:_____________________________________ Phone Number:______________

Provider Name:_____________________________________ Phone Number:______________

Provider Name:_____________________________________ Phone Number:______________

Please sign and date below

Name:_________________________________________________  Date:__________________
Signature:_____________________________________________________________________
Parent/Guardian Signature (if client is under 18):
______________________________________________________________________________
