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 Release of Information Form


Client’s Name: _________________________________________
Client’s DOB: __________________________________________

Parent’s Name:_________________________________________
Parent’s Contact number: _________________________________

Person/Agency: _____________________________________________________
Contact information: __________________________________________________
___________________________________________________________________
___________________________________________________________________


I, ______________________________________, give permission for Treehouse 
Pediatric Therapy to communicate with _________________________________ 
regarding my child’s therapy progress and needs until ____________________. 


Parent/Guardian’s signature: _______________________________________
Date:_______________________________________________________________
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