
“Occupational and Physical Therapy with Experience” 

AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS 

I hereby authorize the release of all or any reports, progress notes, and any 
other information regarding my treatment at ReBound PT OT & Hand 
Therapies to:  

________________________________________. 
(Physician, attorney, insurance company, self, etc.) 

________________________________________  _______________________________ 
Witness Signature of Patient 

_________________________________________  _______________________________ 
Date Print Patient’s Name 


	AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS
	I hereby authorize the release of all or any reports, progress notes, and any other


	Physician attorney insurance company self etc: 
	Date: 
	Print Patients Name: 


