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     Authorization To Release Health and/or Psychological Information

I ________________________________ authorize the release/disclosure of the information originated by Pediatrics Unlimited Inc.  I understand information may be mailed or faxed or electronically transmitted when necessary.  I understand that this authorization may last up to one year but can revoked verbally or in writing by the authorized person. 

[ ] I understand that psychological records may include reference to psychiatric care, sexual assault, alcohol abuse and/or drug abuse.

[ ] I understand that electronic transmission of information includes email, instant messaging and web-based video conferencing.  Email is frequently the most efficient way for school and Pediatrics Unlimited staff to communicate between agency providers. The limitation of electronic transmission of information is that we cannot ultimately guarantee their security.  Precautions will include initial verification of email addresses and online identities before clinical information is transmitted.

Any specific information not to be released may be listed here _______________________________________________

__________________________________________________________________________________________________

Patient Information:  

 Name  __________________________________       Date of Birth      ________________________

Release information to:

Required: Dr. and BabyNet (if applicable)

Optional: Anyone you want to receive a Progress Report
Name  _________________________                                       Name  _______________________________

Address ________________________                                       Address ______________________________

_______________________________                                       _____________________________________    

Telephone ______________________                                       Telephone  ___________________________                                      

Name  _________________________                                       Name  _______________________________

Address ________________________                                       Address ______________________________

_______________________________                                       _____________________________________    

Telephone ______________________                                       Telephone  ___________________________                                      

Name  _________________________                                       Name  _______________________________

Address ________________________                                       Address ______________________________

_______________________________                                       _____________________________________    

Telephone ______________________                                       Telephone  ___________________________                                      

Signature _________________________________Relationship to Patient ________________  Date _________________

Witness ____________________________________________________________________    Date _________________
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