Ridgefield Physical Therapy, LLC
2 South 56th Place, Suite 100
Ridgefield, WA 98642
(360) 887-7147  Fax: (360)887-7148

Authorization for Release and
Disclosure of Medical Information
Patient Name: ________________________________

Date of Birth: ____________________   Phone #: ______________________

Address: _________________________________ City: ______________________ 

State: ______  Zip: __________
Information to be released:
I ______________________________authorize Ridgefield Physical Therapy to send medical information pertaining to me dated from ______________ to ______________. Fax to _____________________________________located at _____________________ ________________________________ Phone:______________________ 

Fax: __________________ for the purpose of __________________________________ related to _____________________________________.

Information to be obtained:  

Please fax back to RPT @360-887-7148
I _______________________________authorize ______________________________ located at_________________________________________ Phone:________________ Fax: _____________________ to release information dated from _________________ to _________________ to Ridgefield Physical Therapy, LLC at 2 South 56th Place Suite 100 Ridgefield, WA 98642, Phone 360-887-7147, Fax 360-887-7148, 

for the purposes of __________________________________________________

related to _________________________________________________________.

This consent is good for 90 days from date signed by patient as per RCW70.020.030 (6).

Patient Signature: __________________________________________


Date:  ________________________________
Parent/Legal Guardian Signature, if applicable: _________________________________

