Patient Information Authorization / Release

Please initial each that apply and then sign and date at the bottom.

____
I authorize the above therapist to release all relevant information from my therapeutic massage sessions to my physician or other healthcare provider(s) as requested.  Further I give consent to allow the above named therapist to consult with and/or receive similar information from my other healthcare provider(s) in order to facilitate my treatment(s).

____
I authorize the release of any medical or other information necessary to process this claim.

____
I authorize payment of medical benefits directly to the therapist.

I agree to be responsible for any balance left after insurance payments for any services declined by my insurance company.

Signature: ________________________________________________  Date:________

