Redhawk Physical Therapy
Shellina Herink, PT, DPT
P: 319-478-4242
F: 319-359-4140





Authorization/Request for Release of Medical Information Instructions 

PATIENT INFORMATION (Make sure all blanks are filled in.)
Name (Legal/Maiden/Other)_________________________________________________ Address:__________________________________________________________________ City:______________________________________ State:_____  Zip:_________________ Phone:______________________  Date of Birth: ________________________________ 
RELEASING ENTITY (Who is authorized to release the information)   
Provider Office: Redhawk Physical Therapy LLC_____________________
Provider Name: Shellina Herink, PT, DPT___________________________
Address: 606 3rd Street Ste B______________________________________
City: Traer_____________________ State: IA__   Zip: 50675___
Phone: __319-478-4242______ Fax: 319-359-4140_______ 
RECEIVING ENTITY (Where do you want the information sent) 
Requestor Name:__________________________________________________ Address:_________________________________________________________ City:________________________________  State: ______  Zip:_____________ Phone:________________________  Fax:_______________________________ 
INFORMATION REQUESTED (Charge may apply)  Service Dates:_______________________	 
Check all that apply: 
☐ Initial Evaluation  ☐ Clinic Notes  ☐ Discharge Summary   
☐ Other; Please Specify _______________________________________
PURPOSE OF RELEASE (Check all that apply) 
☐ Insurance    ☐ Legal      ☐ Moving      ☐ Transferring Care  
 ☐ Personal    ☐ Other, Please Specify _____________________________________________
REQUESTED FORMAT  
☐   Paper   ☐ Mailed   ☐ Faxed to Fax Number: _________________________________________
☐ Call at Phone Number: _______________________________________

Redhawk Physical Therapy
Shellina Herink, PT, DPT
P: 319-478-4242
F: 319-359-4140




Pick up date: ______________ (Please allow up to two weeks if wishing to pick up in person.) 
PLEASE BE AWARE THERE MAY BE A FEE ASSOCIATED WITH YOUR REQUEST
EXPIRATION: This authorization is effective for ______________ months but no longer than one year from the date on which it was signed.   
REVOCATION:  I understand I may revoke this authorization at any time, except to the extent that action has already been taken in reliance upon it, by giving a written notice.     
INSPECTION:   I understand I have the right to inspect the information to be disclosed upon the proper notification to and under appropriate conditions established by

The statements made in this authorization are binding, controlling and I understand that they take precedence over statements in the organization Notice of Privacy Practices.   
Signature of Patient 
or Legal Representative: __________________________________________   Date: __________________ 

Relationship to Patient,
 If not signed by Patient: _________________________________________   Witness: ________________ 
OFFICE USE ONLY:  
 Medical Record #:_____________________          Account #: ___________________________ 
Date Information Sent: ______________ 	Person Releasing Records: _________________   
Fee Due: ___________________       Fee Paid: ______________________________    
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