
 

 

AUTHORIZATION OF RELEASE AND DISCLOSURE OF PROTECTED HEALTH 
INFORMATION 

In accordance with state and regulatory agency requirements, the medical record is the property of Sonos Neurotherapies, LLP.  
 
Patient Name: _________________________________ Date of Birth: ___________________________ 
Parent/Caregiver Name(s):______________________________________________________________ 
Address:  _____________________________________ Phone Number:_________________________ 
City:_______________State:______________Zip:__________ Email (optional):____________________ 
 
I hereby give my permission for SONOS NEUROTHERAPIES, LLP, 131 NW HAWTHORNE AVE. STE #103, 
BEND, OR 97703, to release/request information regarding appointment dates/times and my protected health 
information including all relevant information to support speech therapy services.  I understand that this 
information may be released/requested on a need-to-know basis for transfer or continuation of care and for 
insurance purposes.   
I understand that my records will be sent to my referring physician, insurance company, and any 
names/facilities listed below.   
I authorize Sonos Neurotherapies, LLP to use the information listed above to share with the following 
entities and I authorize Sonos Neurotherapies, LLP to request further information from the following 
entities: 
 

1. Name/Facility: _______________________________________________________________ 

2. Name/Facility: _______________________________________________________________ 

3. Name/Facility: _______________________________________________________________ 
1.  I understand that the information in my health record may include information relating to sexually transmitted disease, acquired 
immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV). It may also include information about behavioral or 
mental health services, and treatment for alcohol and drug abuse. 
 
2.  I understand that I have a right to revoke this authorization at any time. I understand that if I revoke this authorization I must do so 
in writing to Sonos Neurotherapies, LLP.  I understand that the revocation will not apply to information that has already been released 
in response to this authorization.  I understand that the revocation will not apply to my insurance company when the law provides my 
insurer with the right to contest a claim under my policy. 
 
3.  Unless otherwise revoked, this authorization will expire on the following date, event or condition: ___________________________.  
If I fail to specify an expiration date, this authorization will continue until therapy is terminated. 
 
4.  I understand that authorizing the disclosure of this health information is voluntary. I understand that any disclosure of information 
carries with it the potential for an unauthorized redisclosure and the information may not be protected by federal confidentiality rules. 
 
_____________________________________    ____________________ 
Signature of patient or legal representative     Date 
 
_____________________________________ 
Relationship to patient 


