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CONSENT FOR RELEASE/EXCHANGE OF INFORMATION AND PAYMENT
I, _______________________________, hereby give my permission for the mutual exchange of all pertinent medical, academic, social, psychological, and/or psychiatric information which pertains to:

______________________________________


_______________________

Patient Name





Date of Birth

Between PediNET and: 
1)
______________________________________


______________________________

Name of Facility






Telephone Number

______________________________________

Contact Person

____________________________________________________________

Address

____________________________________________________________

City


State


Zip Code

2)
______________________________________


______________________________

Name of Facility






Telephone Number

______________________________________

Contact Person

____________________________________________________________

Address

____________________________________________________________

City


State


Zip Code

3) ______________________________________


______________________________

Name of Facility






Telephone Number

______________________________________

Contact Person

____________________________________________________________

Address

____________________________________________________________

City


State


Zip Code

I understand that the requester may not further use or disclose this information unless another authorization is obtained from me or unless law requires such use or disclosure. This agreement will be valid for one year from the date below.
You have the right to change your mind about issues pertaining to the consent to release information. Simply do so by contacting your PediNET doctor at 864.704.5534.

You also have the right to deny authorization to release information to outside sources. To avoid disclosure to your insurance company, you must agree to pay for your testing services yourself.  Otherwise, the insurance company paying for services has the right to review all records. By signing below, you agree to cover any outstanding fees not covered by your insurance provider. Please note, failure to cancel any appointments within 72 hours may result in a cancellation charge. 
______________________________


______________________________

Parent/Guardian/Patient Signature


Date

______________________________


______________________________

Witness





Date




                                                       		 �
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