[image: image1.jpg]eom I M

» P.O. Box 139 » miptc@comcast.net » 610.527.7714
Gladwyne, PA 19035 www.mlptc.com 610.527.7715
Fax: 610.527.7716

PEDIATRIC
THERAPY





RELEASE OF INFORMATION

RE:    _____________________

DOB:  _____________________

I hereby authorize the Main Line Pediatric Therapy Center, Inc. to release patient therapy report and other pertinent information to:

Name:     ______________________________________________________________

Address: ______________________________________________________________

               ______________________________________________________________  

Phone:    ____________________________     

Name:     ______________________________________________________________

Address: ______________________________________________________________

               ______________________________________________________________   

Phone:    ____________________________      

Name:
     ______________________________________________________________

Address: ______________________________________________________________

               ______________________________________________________________

Phone:    ____________________________

List any additional names on separate paper.

This authorization is subject to my written cancellation at any time:

___________________________________

__________________________

Signature of Parent/Guardian



Date

___________________________________

_________________________

Witness
 





Date


