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Adolescent	Consent,	Disclosure	and	Authorization	Letter	and	Form	

	 	 	 	 	

	

	

The	Providers	at	Town	Pediatrics	

	

	



	

Town	Pediatrics		
Adolescent,	Consent	Disclosure	and	Authorization	Form	

	

Section	1	

Patient	Name:		 	 	 	 	 	 DOB:			

	
Section	2	

Person/entity	authorized	to	receive	information	(verbally/in	writing)	
	
Name	of	person:		
Relationship:	
Name	of	entity:		
Telephone	number:	 	 	 	 	 														Fax	#	

	
Section	3	

I	hearby	authorize	the	release	of	the	followin	to	the	person	listed	above:	(check	all	that	apply)	
For	release	of	sensitive	information	under	age	18	and	for	patients	age	18+.		All	sections	must	be	
checked	off	for	Town	Pediatrics	to	speak	with	other	individuals.		Partial	completion	of	the	form	
is	not	allowed.	
												History/physical	exams																				Appointment	and	visit	notes																															Lab	&	X	ray	reports	
	
						 			Consultation	notes																																			Prescriptions																																															Mental	Health	Records	
																																																	
	 Alcohol/Drug	abuse																				HIV/Aids	testing	&	related	info																	Sensitive	info	including	STD’s																		
	

	

Section	4	

By	signing	this	authorization,	I	authorize	Town	Pediatrics	to	disclose	any	information,	including	
protected	health	information,	they	have	about	me.		An	Authorization	remains	valid	for	two	
years	unless	an	expiration	date	is	identified	or	the	authorization	is	revoked	in	writing	by	the	
individual	before	that	date.		

Specific	Time	period:	 	 	 	 	 	 	 Date:		
Patient	signature:	 	 	 	 	 	 	 Date:		
Parent/Guardian	signature*	 	 	 	 	 	 Date:		
*(not	needed	for	sinsitive	information/18+	parental	involment	in	care)	
	


