Funtastic Gymnastic LLC.
Consent for Sharing of Information

Collaboration with other professionals is crucial to developing a successful program for your child.  Please list all professionals in which you would like to include as part of your child’s comprehensive team.  This list may include, but is not limited to, therapists, doctors, schools, insurance companies, relatives, and advocates.)

I hereby authorize the use or disclosure of my individually identifiable information as described below.  This information may include but is not limited to written documentation, financial records, demographic data, and billing records.  I understand that if the organization authorized to receive the information is not a health plan or healthcare provider, the released information may no longer be protected by federal privacy regulations.

Patient’s Name:  _____________________          Date of Birth:  _____________

Persons/organizations authorized to receive the information.  Please list the authorized dates of service or list “ongoing.”  

Name

Address
Phone 
Organization
   Relationship         Date


________________________________________________________________  

________________________________________________________________  

________________________________________________________________  

________________________________________________________________  

________________________________________________________________

Funtastic Gymnastic LLC. will use and disclose your medical information for treatment, payment, and healthcare operations.  I understand that I have the right to inspect and receive copies of the information to be disclosed to the above-mentioned person(s).

_________________________________

____________________

Signature of Parent





Date

