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Description automatically generated with medium confidence]          425 South Stark Highway, Unit #3, Weare, NH 03281          
Phone: (603) 316-4942       Fax: (603) 945-4347
Authorization to release Protected Health Information

By signing this form, you authorize Any Path Physical Therapy LLC to release information to the parties listed in this document.
Patient Name:___________________________________ Date of Birth:____________
Patient Address:_________________________________ City: ___________________
State:________________ Zip Code:__________  Phone Number:_________________

Reason to Release Information 
    Medical Care       Personal Records      Insurance/Payment       Provider Transfer
    Worker’s Compensation      Attorney/Legal Proceedings      Other:_______________

Recipient Information                 
    Release a copy of my Protected Health Information to me
    Release / Disclose my Protected Health Information to the following: Re

Name:________________________________________________________________
Address:_______________________________________________________________
Phone Number:____________________  Fax Number:__________________________
Method of Disclosure:     Mail     Pick Up      Electronic      Email Address:____________

Description of the Information to be Released
Date of Service or Date Range: ______________________ to:____________________
    Evaluation      Progress Notes     Daily Note      All notes






I understand and agree that:
· I am signing this Authorization to release Protected Health Information voluntarily, and I do not need to sign this form to receive health services from Any Path Physical Therapy LLC. 
· I can revoke this authorization at any time by submitting my request in writing to Any Path Physical Therapy LLC. My revocation will not apply to information that has already been released in reliance upon this authorization. 
· Information used or disclosed pursuant to this authorization may be re-disclosed by the recipient and may no longer be protected under state and federal law. 
· The authorization will expire on ___________. If I do not specify an expiration date, this authorization will expire (1) year from the date signed. 
· My questions about this authorization form have been answered. 
When a patient is a minor, or is not competent to give authorization, the signature of parent, guardian, or other legal representative is required. Supporting documentation of the legal representative should be provided with this form. 
__________________________________________		________	     ________
Signature of Patient/ Legal Representative			Date		     Time
__________________________________________   __________________________
Print Name 			 Relationship to patient 
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