Renee Allen, MS, OTR, LLC








Registered Occupational Therapist


2853 Galena st., Denver, CO 80238
Request/Authorization to Release Information or Records

Client Information

Name







DOB: 





Address






Phone: 



 

By my signature below, I authorize Renee Allen to:


release and/or 

obtain information from:   

Name:  






Phone: 





Address or Place of Service:








Information Released to/from:  

Person:  Renee Allen, MS, OTR, LLC.Phone: _(303) 596-5778   Fax:   (303) 747-7113


Addresses:   2853 Galena Street, Denver CO 80238
I hereby authorize the release of the following information: 

· Evaluation(s) results, report, & behavioral observations 

· Treatment information

· Treatment records

· Relevant billing information ONLY

Other (describe):










I agree that a photocopy of this form is acceptable, but it must be signed by me, the releaser, and a witness if necessary.  I affirm that everything in this form that was not clear to me has been explained. I also understand that I have the right to receive a copy of this form upon my request. 

Signature of Client/Parent/Guardian

Printed name



Date

