Megan A Wallace, M.A., CCC-SLP/LD
Wallace Speech and Language Services

Communicate. Grow. Succeed.


Authorization for Use and/or Disclosure of Protected Health Information

I HEREBY AUTHORIZE Megan Wallace, M.A., CCC-SLP/LD TO RELEASE/EXCHANGE THE FOLLOWING INFORMATION CONCERNING:

(Patient’s Name)



(Date of Birth)



(Social Security Number)

Dates of treatment Requested:





(Below please list who you would like us to send records to)

Disclose/Exchange Records To:


Disclose/Exchange Records To:
Name: 






Name: 







Address: 





Address: 





City/Zip: 





City/Zip: 





Phone Number: 




Phone Number: 





Fax Number: 





Fax Number: 






Disclose/Exchange Records To:


Disclose/Exchange Records To:
Name: 






Name: 






Address: 





Address: 





City/Zip: 





City/Zip: 





Phone Number: 




Phone Number: 





Fax Number: 





Fax Number: 






Records can be mailed, emailed, faxed, and picked up in person, upon verbal request.

This authorization will expire 1 year after the date below, or sooner by my choice, in which case, authorization will expire on 


, or 


 (event) occurs.  This authorization may be revoked at any time to the extent that use and/or disclosure have not already occurred prior to your request revocation.  In order to revoke the authorization the individual/parent/legal guardian must submit a revocation request in writing.  Please refer to the Wallace Speech and Language Services Notice of Privacy Practices.

Signature: 





Date: 




□ Patient   □ Parent  □ Legal Guardian

