
Let’s Talk Speech & Language Therapy Services, LLC 
Authorization to Release Information 

 
_____________________________________________________________________________________ 
120 W. Center St W. Bridgewater, MA 02379                           phone (508) 230-8181     fax (508) 230-8182 

 

 
AUTHORIZATION TO RELEASE INFORMATION 

 
Client Name: __________________________       Date: __________________________ 

 
I give permission to Let’s Talk Speech & Language Therapy Services, LLC to release verbal 
and/or written information to, and/or obtain information from the individuals/organizations listed 
below.  I understand that I can withdraw or amend this authorization in writing at any time.  
 
Client or Parent/Legal Guardian Information if Client is under 18 years of age 

 
____________________________________________________________________ 

          Name                                                                              Relationship to client  
 
          _______________________________________________________________________ 
          Address                                                                                                                            
 

______________________________________________________________________ 
          Phone                                                                            Email  
 
 

 
Individuals/Organizations  
 
____________________________________________________________________ 

          Name                                                                              Relationship to client  
 

____________________________________________________________________ 
          Address                                                                                                                            
 

______________________________________________________________________ 
          Phone                                                                            Email  
 
           ______________________________________________________________________ 
          Limitations of Disclosure (please exclude the above information)                                               
 
 _______________________________________________________________________ 
 Purpose of Disclosure 

 
________________________________________________________________________ 
End Date (if no end date is specified, authorization will automatically end after a year)  
 



Let’s Talk Speech & Language Therapy Services, LLC 
Authorization to Release Information 

 
_____________________________________________________________________________________ 
120 W. Center St W. Bridgewater, MA 02379                           phone (508) 230-8181     fax (508) 230-8182 

 

 
____________________________________________________________________ 

          Name                                                                              Relationship to client  
 

____________________________________________________________________ 
          Address                                                                                                                            
 

______________________________________________________________________ 
          Phone                                                                            Email  
 
           ______________________________________________________________________ 
          Limitations of Disclosure (please exclude the above information)                                               
 
 _______________________________________________________________________ 
 Purpose of Disclosure 

 
________________________________________________________________________ 
End Date (if no end date is specified, authorization will automatically end after a year)  
 

________________________________________________________________________________ 
 

____________________________________________________________________ 
          Name                                                                              Relationship to client  
 

____________________________________________________________________ 
          Address                                                                                                                            
 

______________________________________________________________________ 
          Phone                                                                            Email  
 
           ______________________________________________________________________ 
          Limitations of Disclosure (please exclude the above information)                                               
 
 _______________________________________________________________________ 
 Purpose of Disclosure 

 
________________________________________________________________________ 
End Date (if no end date is specified, authorization will automatically end after a year)  

 
 

____________________________________    X____________________________________ 
     Print name (Client or Parent/guardian if client is under 18)   Signature (Client or Parent/Guardian if client is under 18) 


