
MOVIN’ & GROOVIN’ CHILDREN’S THERAPY SERVICES, INC. 
17 INTERLOCHEN DRIVE 

ATLANTA, GA  30342 
PHONE:  404-918-1828 

FAX:  404-459-8948 

 
 
 

 
CONSENT TO RELEASE INFORMATION 
For patient:_______________________DOB________________ 

I authorize  

_______________________________________________________________  

 To release protected health information to : 

 

  

THIS VERBAL AND WRITTEN INFORMATION MAY INCLUDE BUT IS NOT LIMITED TO: 

1. DIAGNOSES AND ASSESSMENT INFORMATION 

2. TREATMENT PLANS  

3. PHYSICAL THERAPY PROGRESS NOTES 

4. GOALS OF TREATMENT 

5. PROGNOSIS 

6. DISCHARGE SUMMARY INFORMATION 

 

PARENT OR GUARDIAN’S   SIGNATURE   DATE 

__________________________________________________________ 

PARENT OR GUARDIAN’S PRINTED NAME 

 

WITNESS SIGNATURE     DATE 

 
 
 


