Integrated Medical Care & Rehabilitation, P.C.

5249 Duke Street Suite 300, Alexandria, VA 22304

Tel: (703) 820-8050               Fax: (703) 820-8720

AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS/INFORMATION

Name of Patient: 
_______________________

Name of Guardian:
_______________________

Date of birth:            _______________________
I hear by authorize ________________________________ (Physician / clinic) to release my medical records and all pertinent Patient information for the purpose of diagnosis and treatment to:

Integrated Medical Care and Rehabilitation

5249 Duke Street Suite 309

Alexandria, VA 22304

I agree to hold harmless Integrated Medical Care & Rehabilitation P.C and the person(s) supplying this information from and against all claims, damages, losses, and expenses in response to this authorization.

Signature of Patient or Guardian _____________________

Date: ___________________________________________

