
AGENCY TRANSPARENCY RELEASE

NAME OF INDIVIDUAL RECEIVING SERVICES______________________________________________

NAME OF PERSON LEGALLY RESPONSIBLE_______________________________________________

ADDRESS:

_______________________________________________________

_______________________________________________________

TELEPHONE(s):

______________________________________

_______________________________________

EMAIL ADDRESS(s):

_______________________________________ _______________________________________________

I would like the following agencies to have the ability to share medical and educational information about the individual
receiving services between agencies. This will allow more efficient collaboration and communication.

AGENCY:___________________________________________________________

AGENCY:___________________________________________________________

AGENCY:___________________________________________________________

AGENCY:___________________________________________________________

AGENCY: ___________________________________________________________

AGENCY:____________________________________________________________

AGENCY:____________________________________________________________

AGENCY:____________________________________________________________

Signature______________________________________ Date_____________________

Effective between date of signing, expiring on date_____________________________


