HIPPA AUTHORIZATION FOR RELEASE OF INFORMATION

| hereby authorize use or disclosure of protected health information for patient as described below:

Records on {Patient Name) ) {DOB)

The foliowing person or class of persons may raceive disclosure of protected health information about me:

Namas: Relationship:
Name: Relationship:
Namae: Relationship:

Specific deseription of information to be releazed: ALL or as fisted:

The Information to be releused will be used for the purpose described: Personal Health Care or as //sted:

| understand that the information used or disclosed may be subject to re-disclosure by the person or ¢tass of persons or
facility racelving it, and would no longer be protected by federal privacy regulations.

| may ravoke or withdraw this authorization by notifying ActiveFit Rehab Physical Therapy in writing of my desire to
revke it. However, | understand that any action aiready taken in advance of this authorization cannot be reversed, and
my revocaticn will not affect those actions. | understand that the medlieal provider to whom this authorization is
furnished may not condition treatment of me on whether or not | sign the authorizatlon.

(initiaff This authorization will NOT expire Until | Reveke or Change it.

OR

year(s) from date signed.

{initial) This authorization will expire
THIS FORNM MiUST BE FULLY COMPLETED BEFORE SIGNING,

Date: Date of Birth:

Signature Of Patient

ActiveFIT Rehab Physical Therapy
4549 8, CLYDE MORNRIS BLVD, Unit 807, PORT ORANGE, FL 32129

PHONE: 386 256 3860, CELL: 3856 214 2663, FAX: 386 492 3920

- Smawm .



