DOVE POINTE

DOVE POINTE RESIDENTIAL SERVICES

P. O. Box 1610

Salisbury, Maryland   21801-1610

(410) 341-4472

AUTHORIZATION TO RELEASE INFORMATION
Name of Individual:  






Date of Birth:  







Address:  







                  



____________
Phone #:  __________________________________
This is to authorize the release of information to:  Dove Pointe
Information to be release from:  _________________________________________

Form in which information is to be released:  __________________

Information requested:

· Physical Exam






· PPD Results

· Immunization Record

· Nursing Notes

· Physical Therapy Evaluation

· Occupational Evaluation
· Behavior Intervention Plan

· Behavior Data

· Vocational Assessment

· Psychological Evaluation

· Neuropsychological Evaluation

· Most Recent IEP

· Most Recent IP

· Other  












For what purpose is the information to be released?  Admission Review and Coordination of Potential Services
This consent will expire one year from the date of signature.

_____________










___

         Date








   Signature

_____________






___________________________

         Date







Signature of Witness if Applicable

Form developed 6-05-13/2-14
