
Fussy Baby Network
Erikson Institute

451 North LaSalle, Chicago, IL 60654

(888) 431-BABY (2229)

Authorization for Release of Personal Health Information

Child's Last Name Child's First Name Middle !nitial

Child's Date of Birth (month/d-qy/year) / /

I authorize the Fussy Baby Network torelease/obtain the below information:
X__._To_.__From
Name RECORDS DEPOSITION SERVICE, INC.

Address 120 W. MADISON STREET, STE. 300

P: 312-553-8900

F: 312-553-8901

City, Stale, Zip code..CHICAGO, IL 60602

Developmental

Medical Reports

Occupational Therapy

Physical Therapy

Psychiatric/Psychological

Social HistorylAssesemcnt

Social Work

Type of Information

Speech/language
IIIII

Other (specify) Please see enclosed Subpoena or Letter Request for information to be disclosed.

The Purpose of Requesting this Information is to:

_"_ Coordinate, plan, and services _ Facilitate transitionimplement

Oth_ (speelfy) FOR DISCOVERY BEFORE TRIAL

I understand that I hove the right to inspect and copy the informatioa to be disclosed. I understand that my authorization is
voluntary and that I may withdraw this consent by written request at any _tme_ to the extent that action has already been
taken.

The authorization is valid until ,20__..

Witn=_sSignntum Sig_tur0 RehttJonshipto child Dat_

[

I l_quested Information should be sent tO:Erikson Institute Fussy Baby Network 451 N. LaSa|le St Chicago, Illinois 60611

Notice to Reedving Agency DePerson: Underfile provisiOnSof_h¢ lllh'loisMmual Health and DevelopmentalDisabilities Confidentiality Act. and
the l-Ie4dthInsurance Portability and Aeeoul_tabilityActof"|996, informationeoIleeted herctmder may not be rediselosed unle_ thepcrson
eonscntod m thisdisclosurespecifically consentsto sudt i_dlsclosu_e orthe law allows th_ mdlsclosttm.

Fussy Baby Nenvork Aurh_tZ.atlOn fOr R_luoue of Persotml Health lnf_marlan


