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I authorize the LSUA Children’s Center to disclose and/or release any information or 
records to the following agency or person:  
 

Name/Agency  ______________________________________  
 

Address   _________________________________________  
 

______________________________________________  
 
 

Child’s Name   __________________________ D.O.B._________ 
 

Parent’s Name  ______________________________________  
 

Address:   _________________________________________  
 

______________________________________________  
 

Telephone No. __________________  Cell No.________________ 

 
____________________________        ______________ 
LSUA AFFILIATED PARENT’S SIGNATURE                                         DATE 


