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Return to agency























I, _______________________________, do hereby consent to the release of any and all medical records 


(Please print Parent’s name)





regarding my child,_____________________ physical and/or mental condition to Desert Therapies, Inc.


                                       (Please print child’s name)








           








_________________________________                       __________________________________


Patient Signature                                                                                 Date








_________________________________                       


Print Name














I, ____________________________, do hereby consent release of my  child’s_____________________ 


         (Please print Parent’s name)				      			        (Please print child’s name)


							





Speech-Language Pathology records from Desert Therapies, Inc. to :





______________________________________                       ______________________________________


______________________________________                       ______________________________________


______________________________________                       ______________________________________





______________________________________                       ______________________________________


______________________________________                    ______________________________________


______________________________________                       ______________________________________





�______________________________________                       ____________________________


Patient Signature                                                                                 Date





______________________________________                


Print Name                     




















