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Where we play with a purpose
Consent to release information to Midlands Therapy Services from others (medical professionals, specialists, schools etc)
Child’s Name: ___________________________

Date of birth: ___________

Parent/Guardian name: ______________________________

My signature on this form indicates that I (parent or legal representative) ____________________________

▫   Authorize the individuals, programs, organization and/or entity listed below to disclose and/or obtain specific health/medical and educational information from the records of the above named child
▫   Understand that I may request a copy of any information that is disclosed or obtained.

▫   Agree that a copy of this consent may be treated as an original.

▫   Understand that if the record contains information relating to HIV infection, AIDS or AIDS-related conditions, alcohol abuse, drug abuse or genetic testing this disclosure may include that information.

▫   Understand that this information may be released in any of the following ways: fax, email, direct mail, wireless communication or by telephone.

▫   Understand that I may revoke this consent in writing at any time. Any action taken prior to the date rescinded is legal and binding. 

▫   Understand that if I fail to specify an expiration date or condition for this consent it is valid for the period of time needed to fulfill its purpose for up to one year.

▫   Grant consent for one year from the date I sign the consent. 

_________________________________________________


___________________

Parent or legal representative signature




Date

Request for information request or release is for purpose (s) of:


Information  □ Requested from  


Please return requested information to:
Name: 
_______________________________________

________________________________________

Agency:
_______________________________________

________________________________________

Address:
_______________________________________

________________________________________

City, State, zip: __________________________________

________________________________________

Phone:
_______________________________________

________________________________________

Fax:
_______________________________________

________________________________________

Email: 
_______________________________________

________________________________________

Midlands Therapy Services / P.O. Box, Lexington, SC 29071 / p: 803.359.3195 / f: 803.520.8398
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