
Release of Information Form 
Client Name: _____________________ Date of Birth: _________ 

Address: ______________________________________________ 

Phone Numbers: Home______________ Mobile______________ 

Work _______________ Other: ________________________ 

Email: ________________________________________________ 

I hereby authorize the Kay A. Armstead Center for 
Communication Disorder to communicate/share/release any and all 
speech, language and hearing diagnostic/therapy information on 
the above named individual to the person or agencies listed below. 
 
 
Name: ________________________ Title: __________________ 

Facility: ______________________________________________ 

Address: ______________________________________________ 

______________________________________________________ 

Phone: _______________________________________________ 

Email: ________________________________________________  

 

Name: ________________________ Title: __________________ 

Facility: ______________________________________________ 

Address: ______________________________________________ 

______________________________________________________ 

Phone: _______________________________________________ 

Email: ________________________________________________ 

  

______________________________________________________ 
Signature   Relationship   Date 


