
Release of Information (ROI) Form 

 

I, ___________________, hereby give permission for the release of health information 

communication between my Clinician _________________________ at NE Behavioral 

Health Practice, and my Primary Care Doctor/ Pediatrician ____________________ 

(Address and Contact number:                              ) of my child/teen for coordination of 

care.   

 

Signature ____________________ 

Date _____________ 

 


