
communication 
THERAPY C L I E N T  C O N S E N T  F O R M  

Date...................................

I, ......................................, give Speech-Language Pathologists at

Communication Therapy consent to communicate by phone or in writing to

the following professionals regarding assessment and/or intervention

for my child, ......................................................................................

Name         Title        Telephone Number/Address

........................................................................................................

........................................................................................................

........................................................................................................

........................................................................................................

........................................................................................................

........................................................................................................

Parent/Guardian Signature ..................................................................


