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RELEASE OF INFORMATION
Child: 






I, 





, authorize Butterfly Therapies, Inc. to talk with and release my child’s records to: 


Name: 









Organization:








Address:
 








Phone:  
 






In addition, I authorize 





to release information and talk with Butterfly Therapies, Inc.








____________________________________


Parent Signature









____________________________________


Date 
29863 Santa Margarita Pkwy • Ste 100 • Rancho Santa Margarita, CA  92688 • 949-709-0777 • Fax: 949-709-0333
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