Fusion Therapies PLLC
 2525 W. Greenway Ste#301

Phoenix AZ 85023
Phone: (623) 256-1728
Fax:  (602) 429-8114
Release of Information

_____________________________  

Patient’s Name

Address

______________________________

______________________________

Phone Number




Date of Birth

Parent(s)/Guardian(s) Names (if applicable)
I hereby authorize the release of any information pertinent to the treatment of the client which includes any of the following:

_____
Assessments


_____
Evaluations

_____
IEP

_____
School Records

_____
Medical Records
_____Other

TO:





FROM:

Fusion Therapies PLLC
Attending Therapist Name:________

___________________________
Dina Holdren OTR/L

Agency/Clinician



Agency/Clinician

2525 W. Greenway Rd. #301


Address ________________________

Phoenix AZ 85023
 





 _________________________
(623) 256-1728



________________________

Phone Number



Phone Number

(602) 429-8114
 


_________________________
Fax Number 




Fax Number

X_____________________________________________

________________

Parent(s)/Guardian(s)/Patient’s Signature 




Date

