Authorization to Release & Exchange Information
Patient Name: _______________________________________
Date of Birth: ________________________________________
1. Authorization
I, ________________________ (Parent/Guardian or Patient Name), hereby authorize Airway360 Education and its representatives (including Caroline Grace Moser, DMSc, PA-C and Lisa Moser MHA, BSRT) to release to and/or receive information from the individual or organization listed below.
2. Authorized Party (Who we are talking to)
Name of Professional/Organization: _________________________________
Role (e.g., School Nurse, Pediatrician, Pulmonologist): __________________
Phone/Email: ____________________________________________________
3. Information to be Disclosed
I authorize the exchange of the following information (Check all that apply):
· [ ] Asthma or COPD Action Plans
· [ ] Diagnostic test results (Spirometry, PFTs, Allergy Testing)
· [ ] Medication lists and pharmacy records
· [ ] School health records and physical education limitations
· [ ] Behavioral health notes related to respiratory anxiety
· [ ] Other: _____________________________________________________
4. Purpose of Disclosure
The purpose of this exchange is (Check all that apply):
· [ ] Coordination of care and treatment strategy
· [ ] School safety and faculty education
· [ ] Professional consultation regarding device technique or triggers
· [ ] Transition of care (Hospital to Home)
5. Duration & Revocation
· Expiration: This authorization will expire one year from the date of signature unless otherwise specified here: __________________
· Right to Revoke: I understand that I have the right to revoke this authorization in writing at any time, except to the extent that action has already been taken in reliance on it.
6. Signature & Acknowledgment
I understand that once information is disclosed to the party named above, Airway360 Education cannot guarantee that the recipient will not re-disclose the information to a third party. I also understand that my refusal to sign this form will not affect my ability to receive coaching services, though it may limit Airway360’s ability to coordinate with my medical team.
Signature: ____________________________________ Date: ___________ (Patient, or Parent/Guardian if patient is a minor)
Relationship to Patient: __________________________________________


