Next Step Rehabilitation


AUTHORIZATION FOR RELEASE OF INFORMATION

Prohibition on Redisclosure:  This information has been disclosed to you from records whose confidentiality is protected by law.  Any further redisclosure is strictly prohibited.

This document will authorize Next Step Rehabilitation to release and receive any pertinent information and to maintain communication between the physician’s office and physical therapist that may assist in the evaluation and subsequent care of:




________________________________




Patient Name




________________________________




Social Security #




________________________________




Date of Birth

· Referring Physician: __________________________________________

· Primary Care Physician: _______________________________________

· Other: ______________________________________________________


______________________________________________________

This consent will expire upon satisfaction of the need for disclosure, not to exceed 120 days after the date signed.  I understand that I may revoke this consent at any time and that upon fulfillment of the above stated purpose(s), this consent will automatically expire without my express revocation.

_________________________________________


______________

Patient/Guardian/Responsible Party





Date

_________________________________________________


_________________

Witness








Date

