Consent For Release of Information

I hereby authorize the following people to release written and verbal information from 
the records of _________________________________________________________.
                                                  (participant’s name)

The information is to be released to In the Company of Horses for the purpose

of developing a therapeutic equine assisted activities program for the above named participant.

(Please fill out the name and phone number of those that apply)

Physician Name:_____________________________________ Phone:_______________

Physical Therapist Name:______________________________ Phone:_______________

Occupational Therapist Name:__________________________ Phone:_______________

Speech Therapist Name:_______________________________ Phone:_______________
Classroom Teacher Name:_____________________________ Phone:_______________

Counselor Name:____________________________________ Phone:_______________

Other Name:________________________________________ Phone:_______________

Other Name:________________________________________ Phone:_______________

This release is valid for one year and can be revoked, in writing, at my request.

Signature ___________________________________ Date ______________________

Printed Name ________________________________

A photocopy of this authorization shall have the same validity as the original
In the Company of Horses Inc.  240 Pointville Rd. Pemberton, NJ 08068 www.inthecompanyofhorses.com  609-330-2444
