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Client Name ___________________ 				Date_______________


I ,_______________________, hereby give Central Florida Speech and Hearing Center (CFSHC) permission to share relevant clinical information  regarding (client’s name) __________________________with the   professionals listed below.   I also authorize CFSHC to release and/or share any information requested by my insurance company.


Relationship to Client_______________________	Signature______________________________

We would like to send a copy of the evaluation report to the client’s

Primary Care Doctor: __________________________________(Name)

Telephone: __________________________

Address:____________________________________________________________________________
		Street				City		State		Zip Code

Referring Physician__________________________________(Name)

Telephone________________________

Address: _________________________________________________________________________
		Street				City			State		Zip Code 

Other Professions to which we may correspond:

School – (Print Clearly)________________________________

Telephone___________________________________ 

Address:_____________________________________________________________________________
		Street				City		State		Zip Code

Other – (Print Clearly)________________________________

Telephone___________________________________ 

Address:_____________________________________________________________________________
		Street				City		State		Zip Code 
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