PHYSICAL/ PRESCRIPTION RELEASE FORM

                                                                                         DATE: ___________

NAME OF CHILD_____________________________   D.O.B.:____________

In order to provide the approved services to the above child, Marion K Salomon & Associates must have a copy of his/her current annual physical, immunizations and a prescription for physical, speech and/or occupational therapy.

Please forward these records as soon as possible.
If you would like us to obtain the records directly from your pediatrician, please complete the following, sign the consent portion and return to our office.

DOCTOR’S NAME: _______________________________________

          Address: ________________________________________


      Phone/ Fax: _______________________________________
I give permission for my child’s physician to release the current annual physical, immunizations, and if applicable, a prescription for physical, speech and/or occupational therapy to Marion K Salomon & Associates.

PARENT SIGNATURE: ____________________________________________
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