REQUEST OF INFORMATION RELEASE

CLIENT NAME: _______________________ 
DATE: ____________ 

I authorize Achieve Speech and Language Clinic, LLC to release information about me to the following:

_________________________________

_____________________________ 

_________________________________ 

_____________________________ 

_________________________________ 

_____________________________ 

I authorize Achieve Speech and Language Clinic, LLC to obtain information about me from the following: 

_________________________________ 

_____________________________ 

_________________________________ 

_____________________________ 

_________________________________ 

_____________________________ 

Information to be released: (any service performed by Achieve, LLC)

Evaluation

_____ 



Progress Reports  _____

Treatment Plan 
_____



Tests

     _____ 

Discharge Summary 
_____



Visit Notes 
     _____ 

Specific information NOT to be released: ______________________________________ 

________________________________________________________________________ 

_________________________________ 

___________________

Client or Guardian Signature



Date

_________________________________ 

___________________ 

Witness Signature




Date

