[image: image1.jpg]TH RI\/E@

THERAPEUT



Sally Stauffer: 971-222-5360

Molly Brumder: 503-753-6943 

Email: thrivetherapeutics@gmail.com                                         We believe everyone deserves the opportunity to thrive.


PERMISSION TO SHARE AND RELEASE INFORMATION

Duo Release Form

PATIENT’S Name: 







DATE OF BIRTH: 




I hereby authorize Thrive Therapeutics, to share information regarding the evaluation and treatment of my child (named patient above) for the purposes of treatment planning and coordination.  I authorize the release of such information as the treating therapist deems relevant and pertinent to the professional listed below.

I also authorize Thrive Therapeutics  to obtain information about my child’s treatment from the provider listed below.  I authorize the provider to release complete information from the medical, school, social service and/or psychological record of my child (named patient above).

NAME OF PROVIDER: 







ADDRESS:  









PHONE NUMBER: 







Signature of Parent/Legal Guardian

Date

Signature of Witness




Date
