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Consent to Release Information 
 
 
I, ________________________________, give Lowry Speech Therapy permission to release 
records regarding my child, ____________________________________, to the following persons 
or agencies: 
 
 
Names:      Address: 
 

 

_______________________   _____________________________ 

      _____________________________ 

      _____________________________ 

      _____________________________ 

 

_______________________   _____________________________ 

      _____________________________ 

      _____________________________ 

      _____________________________ 

 

 

_______________________   _____________________________ 

      _____________________________ 

      _____________________________ 

      _____________________________ 

 

 

_______________________   _____________________________ 

      _____________________________ 

      _____________________________ 

      _____________________________ 

 

 

 

Signature: _________________________ Date: _______________________ 

 

 


