Authorization to Release Information

Patient Name:

Last First Middle

Address:

Strect City State ZIP Code
Date of Birth: Social Security #
Telephone #:
I hereby authorize and request:
Scott County Physical Therapy Phone: (502) 863-4242
208 Bevins Lane Suite F Fax: (502) 570-9813

Georgetown, KY 40324

To share the following items from my Protected Health Information

X-ray Readings/Reports Progress Reports
Daily Notes Intake F orms
Initial Evaluations Orders

ALL / ANY records pertaining to the above patient

Dates of Treatment:

Please list any limitations to this request:

Nariic of Person or Grganization from whom information s sequesied
Strect Address City Stale ZIP Code =
Telephone ¥ Fax #

The sharing of this information is for :

Coordinating care with MD Transferring care to other PT
Patient’s personal records Insurance Clarification
Legal proceedings Other, please list ~

I understand that 1 may refuse to sign this authorization.

I understand that I am entitled to ONE FREE COPY of my protected health information.
There is a charge for additional copies.

I understand that T may revoke this authorization at any time when requested in writing to
Scott County Physical Therapy, except when SCPT has already taken action based on my
authorization; or obtained my authorization for the purpose of receiving reimbursement
from a third party payer.

Unless previously revoked, this authorization shall expire one year from the date or
signature or at a designated time listed.

Date Patient / Guardizn {if minor) Relationship

Date Witness



