(j)u.cb og @ﬁ%ﬂw

PR VL TUIE (481U FY OF §TT
EMLLIEE 4D CWDSRSTINFIA, 0F (2R AFTCLIL NELDS CHILDREY

Plece of Our Puzzie LLC

B1 Blg Oak Rd, Suite 110
Morrisville, PA 153067

(484) 569-0377
erin@pleceofourpuzzle.com

1Hp; -pleceofourpuzzle.com

AUTHORIZATION FOR REL%ASE AND EXCHANGE OF INFORMATION

I, ___, hereby authorize Piece of Our Puzzle LLC and
the person/organization listed below to release and exchange psychological, educational,
medical, and other information about: |

Client’s name:

|
DOB: Fi
|

. . v e .« 4. . .
Person/organization recelvmg/commumc:\mng information:

Name: ‘
Address: |
City:
Phone:

T
'
|

|
_! State: Zip:
|
i

I understand that this authorization is valid for the period of time in which my child is an active

client with Piece of Our Puzzle LL.C. 1 understand that I may see the information that is to be
sent, and that I may revoke the authorizati'on at any time by written, dated communication.

Signature : Date

Signature of Piece of Our Puzzle staff | Date

Relationship to client: O Self 0O Parent | O Guardian




