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Monarch Rehabilitation & Sports Wellness Center
Our mission is to provide excellence in rehabilitation services to enhance overall physical health, fitness, and quality of life by providing educational classes, work hardening / conditioning programs, and individualized treatment programs.
facebook.com/MonarchRehab            e-mail: monarch.rehab@gmail.com




PATIENT INFORMATION

PATIENT

Patient Name: ____________________________________________ DOB: ____________________
Address: _________________________________________________ City: ____________________
State: __________________ ZIP: __________________ SSN: ________________________________
Phone (1): ______________________________ Phone (2): _________________________________
Email: ____________________________________________________________________________

EMPLOYER
Employer Name: ________________________________________ Contact: ___________________
Address: _______________________________________________ City: ___________State: ______
Phone: __________________________________ FAX: ____________________________________

TREATING PHYSICIAN
Physician Name: ________________________________________ Contact: ____________________
Address: _______________________________________________ City: ___________State: ______
Phone: __________________________________ FAX: ____________________________________

IN CASE OF EMERGENCY
[bookmark: _Hlk73089291]Name: ____________________________________________________________________________
Relationship: ___________________________ Phone Number: ______________________________
Name: ____________________________________________________________________________
Relationship: ___________________________ Phone Number: ______________________________

AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS


Date: _______________________

	Patient Name:

	Address:

	City:                                                                              State:                                                           Zip:

	DOB:

	SSN: 



I hereby authorize Monarch Rehabilitation and Sports Wellness Center to release and/or obtain confidential records / information on my behalf to/from:

	Name of Doctor/Hospital: 

	Address: 

	City:                                                                              State:                                                           Zip:



The following information is to be sent or obtained (check off that apply):

· All Records 							Imaging Reports

· Physical Therapy Notes					FCE Reports

· Surgical Op. Notes		 				Impairment Rating Reports:


In keeping with our duty to protect our patient’s confidentiality, this facility will not release any medical information without this signed Authorization of Release of Medical Records form. I understand that I may revoke this authorization in writing at any time prior to the release of information indicated on this form. A parent or legal guardian will be required to sign the authorization form if the patient is a minor or if the patient is unable to do so under their own authority and attorney ad litem has been appointed for the patient. This authorization expires 180 days from the date of signature.

By signing this Authorization of Release of Medical Records, you thereby release and hold harmless Monarch Rehabilitation and Sports Wellness Center and its employees from all legal responsibility or liability that may arise from that act that has been authorized above.

Signature of Patient: ______________________________________________________________________
Signature of Legal Guardian: ________________________________________________________________
Date: _______________________________________
Monarch Rehab
5151 Katy Fwy. Ste. 208
Houston TX 77007
Phone: 713-880-9500   FAX: 713-880-0800
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