AUTHORIZATION TO RELEASE MEDICAL INFORMATION
Child’s Name: ________________________________________  Birth Date: ____/____/______

I hereby authorize The Children’s Village to release/exchange information with 

__________________________________________ (Pediatrician’s name, specialist’s name, etc)

in writing (including faxes).

I hereby authorize The Children’s Village to release/exchange information with 

__________________________________________ (Pediatrician’s name, specialist’s name, etc)

verbally.
Medical information is protected under RI and Federal Laws and, except as provided by law, cannot be disclosed without written consent.  Information released by this authorization will not be given, sold transferred or in any relayed to any person or agency not specified above.  This authorization is valid for 12 months from the date below, but may be withdrawn at any time by submitting a written revocation.

SIGNATURE: _________________________________________    DATE: ______/______/______

DESIGNATED RELATIONSHIP TO CHILD: ______________________________________________

