
Wasatch Auditory Processing Release of Information
5770 South 250 East, Suite 415
Murray, UT 84107
801-303-3884

Date: ______________________                    
Records to be released: Auditory Processing Evaluation report

Name of Patient: ___________________________ (parent if patient is a minor)__________________________

Date of Birth: _____________________________

Person/Agency or Provider records are being released from:
Name: Wasatch Auditory Processing
Address:  5770 South 250 East, #415, Murray, UT 84107
[bookmark: _GoBack]Phone:  801-303-3884
 Fax:   801-314-2105
Email:  wasatchauditoryprocessing@gmail.com 

Release to self 
_____ check here if you want the report emailed to you.  

Name: ___________________________________________________________________________

Address: _________________________________________________________________________

Phone and/or Fax: ________________________________________________________________

Email:__________________________________________________________________________


Agency or Provider records are being released to: 

Name: ___________________________________________________________________________

Address: _________________________________________________________________________

Phone and/or Fax: ________________________________________________________________


____________________________________________________________________________________
I hereby give consent to release my child’s or my personal medical records


_____________________________________________________     ___________________________
Signature of Patient or Responsible Party                                                Date
Duration of consent is good for one year from date signed
