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Performing Arts Physical Therapy




GENERAL RELEASE OF MEDICAL INFORMATION
I, _________________________________ OF __________________________________

                   (PATIENT NAME)                                                                            (ADDRESS)

_______________________________________________________ D.O.B _________________________

HEREBY AUTHORIZE PERFORMING ARTS PHYSICAL THERAPY, P.C., TO RELEASE

INFORMATION RELATED TO MY TREATMENT FROM ____________________________________

                                                                                                                                 (SPECIFY DATE)

MY ENTIRE TREATMENT FILE TO THE FOLLOWING:

CHECK ALL THAT APPLY:

1.________ MY TREATING PHYSICAN: ____________________________________________________
                                                                                                       (NAME)

 ______________________________________________________________________________________
                                                                            (ADDRESS)

2. _______ MY INSURANCE COMPANY: ___________________________________________________
                                                                                                            (NAME)

  _____________________________________________________________________________________
 (POLICY #)                                                            (ADDRESS, TELEPHONE OR FAX #)

3. _________ OTHER: _______________________ ____________________________________________
                                            (RELATIONSHIP)                                     (NAME)

 _______________________________________________________________________________________
(ADDRESS, TELEPHONE OR FAX  #)

________________________                                                               __________________________________
            DATE                                                                                           SIGNATURE OF PATIENT

311 WEST 43RD STREET, SUITE 405, NEW YORK, NY 10036, TEL 212-245-7278, FAX: 212-245-7461

