[image: ]		Medical Release Form

Patient Name: __________________________    Date of Birth: ___/______/_________
Address: ______________________________________________________________
Phone Number: _______________________

Information Request From:

Name/Office/Clinic: _____________________________________________________
Address: __________________________________________________________
Phone Number: _______________ Fax Number: ____________________
Information Requested: _______________________________________

Send Information To:
Ridgefield Physical Therapy
5284 Pioneer St. #110 Ridgefield, WA 98642
Phone Number: 360.887.7147 Fax Number: 360.887.7148

Purpose: I understand that the specific purpose of this release form is to gather relevant diagnostic and treatment information in order to work with other health care professionals to provide the highest possible level of care. 
Refusal to sign/right to revoke: I understand that I may refuse to sign or may revoke (at any time) this release form for any reason and that such refusal to revoke will not affect the commencement, continuation, or quality of my treatment by my Physical Therapist. 
I ________________________ (name), hereby grant permission for you to release confidential health information about me, by releasing a copy of my medical record(s) to Ridgefield Physical Therapy. 

___________________________                  __________________________                      ______________
Patient Name                                                     Patient Signature                                                 Date

2 South 56th Place Suite 100              		Phone: 360.887.7147
Ridgefield, WA 98642        	                                                                                                       Fax:  360.887.7148
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