
   Communications  
    

We teach to improve speech! 
 

P.O. Box 263 
Woodbridge, VA 22191 

703.409.1822 
www.cornelialongslp.com 

 
 

CONSENT FOR RELEASE OF INFORMATION 
 

 
Name:  _______________________________  Date:  __________________ 
 

 
 

I, __________________________________________, consent for SLP 
COMMUNCIATIONS OR ITS AGENTS TO PROVIDE MEDICAL 
INFORMATION ABOUT MYSELF OR MY CHILD FOR THE PURPOSES 
CHECKED BELOW: 
 
-EDUCATIONAL  
-BILLING 
-OTHER ____________________ 
 
 
 
Parent/Guardian Signature:  _________________________________Date:______________ 
 
 
Reviewed and Completed by:  
 
 _____________________________________________________________ Date:  __________________ 
                Signature and Title 
 
 


