HIPAA Medical Release Form

I give permission to Whole Health Physical Therapy, LLC to release a copy of my confidential health records or summary of my progress to the person/physician/facility named below.
Name: ____________________________________________________________________
Address: __________________________________________________________________
                

The information you may release per this signed form is as follows:
· Evaluation:  Date: ____________________________

· Treatment Notes: Dates: _________________________________________________

Via method: _______________________________________________

Printed Patient Name: _______________________________________            Date of Birth: _____________
Release my health records to the following:
Name: ________________________________________________
Address:__________________________________________________________________
               __________________________________________________________________
[bookmark: _GoBack]Phone: ____________________________________  Fax: ___________________________
     
Patient Signature: ________________________________________________     Date: ________________

