
	

 

 

To better coordinate care, we want to let you know that your patient,   

______________________________________________  DOB ________________________,  

was seen by ______________________________________________ on ________________. 

The following services are/will be provided: 

______ Consultation _____________________________________________________ 

______ Psychological testing ______________________________________________ 

______ Treatment _______________________________________________________ 

Consent for Exchange of Information with PCP/Pediatrician/Psychiatrist 

I hereby authorize the release of my/my child’s records to: 

__________________________________________________ _______________________ 

Physician’s Name and Address     Phone  

I understand that the release of this information is to permit my/my child’s primary care physician 
to monitor my/my child’s health status and to coordinate all the care which I/my child may receive 
from specialists at Tabono. This authorization shall become effective on the date signed and may 
be revoked at any time. The authorization shall automatically terminate one year following the last 
date of service. 

_________ Please send information to my/my child’s PCP/Pediatrician. 

_________  I do NOT authorize release of information to PCP/Pediatrician.  

_________  I do not/my child does not have a primary care provider. 

 

___________________________________________  _______________________ 

Signature of Patient or Legal Guardian     Date 


