Spectrum Social and Recreation Services, LLC

Authorization and Consent for Release of Confidential Information
	Part 1:  Contact Information

	Client’s Legal Name


	Date of Birth

	Parent/ Legal Guardian/Adult Client

Name __________________________________________________    Phone __________________________

Mailing Address  ___________________________________________________________________________

City  ____________________________________________    State _______   Zip _______________________



	Part 2:  Record(s) Request

	______ initial
	Authorization Granted to the following to release specified records containing confidential information regarding the named client to Spectrum:



	______ initial


	Information to be released / scope of information (please check all that apply)

	
	(  Educational Records
	(  Medical Records and Evaluation / Assessment

	
	(  Individual Evaluations
	(  Oral and Written Communication

	
	(  Communication with school staff regarding client assessment

	
	(  Communication with school staff regarding client instruction

	
	(  Other (specifiy) 

_______________________________________________________________________________



	Part 3:  Authorization

	I authorize Spectrum Social and Recreation Services:

(  TO RELEASE information TO          AND/OR          (  TO OBTAIN information FROM

(Place an “X” in the box that indicates if the information is being released AND/OR requested)

	Name:  _____________________________________________________________________________________

(school, service agency, physician, hospital, psychologist and/or other health provider)


	______ initial


	I understand this is an Authorization and Consent regarding the client named for the release of specified records containing confidential information effective as of the date signed below.

	______ initial


	I understand that I have the right to revoke this authorization at any time.  I understand I must do so in writing and present my written revocation to the client records department of Spectrum.  Unless otherwise revoked, this authorization will automatically expire 2 years from today’s date.

	_____________________________________________________________     _____________________________
Signature of Parent/Guardian/Surrogate Parent/Adult Client                         Date

_____________________________________________________________     _____________________________
Printed Name of Parent/Guardian/Surrogate Parent/ Adult Client                 Date


