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Consent to Discuss and/or Release Medical/Psychological/School Information 

 

___________________________________  _______________________________________ 

(Patient Name)      (Birth Date) 

 

___________________________________  _______________________________________ 

(Address)      (Home Phone) 

 

___________________________________  _______________________________________ 

(City, State, Zip)     (Cell Phone) 

 

I, ________________________________, do hereby authorize _________________________________ 

    (Parent/Child over 12 years) 

Chapel Hill Pediatrics and Adolescents, P.A. to discuss and/or release all medical/psychological/school 
records pertaining to the care and treatment regarding discussion/transfer of written records, school 
problems, psychiatric care and/or psychological assessment, and treatment of the previously stated 
between Dr._____________________ and _________________________________________________ 

____________________________________________________________________________________. 

 
 
___________________________________  _______________________________________ 
(Patient Signature if over 12 years)   (Date) 
 
___________________________________  _______________________________________ 
(Signature of Parent or Legal Guardian)   (Date) 
 
 


