
CENTER FOR COMMUNICATION  
Speech-Language Pathology and Literacy Services 
469 Main Street, Suite 102 / Springvale, ME 04083 

 

PATIENT AUTHORIZATION TO OBTAIN & RELEASE INFORMATION 
 

(This form allows the Center For Communication to obtain & release information on your behalf) 
 

 
Client Name: _______________________________________ Date of Birth: _______________ 
  
Address: ______________________________________________________________________ 
          
               ______________________________________________________________________ 
 
Phone #: ______________________________________________________________________ 
 
I give permission for the Center for Communication to obtain & release information from: 
 
 Physician/Agency: ________________________________________________________ 
 
 Address: ________________________________________________________________ 
                     
     ________________________________________________________________ 
 
 Phone #:  __________________________ Fax #:  ______________________________ 
 
My signature below indicates I understand the purpose of obtaining and/or releasing protected information is to 
carry out appropriate therapeutic evaluation and services for the client.  I understand I may revoke this 
authorization in writing, at any time.  I understand that a revocation is not effective when the Center For 
Communication has already relied on the use or disclosure of the information provided from this authorization.  
 
 
Signature: _________________________________ Date of signature: ____________________ 
 
Relationship to client (please check one):  _____ Self _____Parent _____ Guardian 

 
 

This release expires one year from date of signature. 
 
 

phone: (207) 324-2888  
fax: (207) 324-2879   

info@centerforcommunication.us 
www.centerforcommunication.us 

 


