   1834 Fields Boulevard       Greenfield, Indiana   46140        Phone: (317) 462-9219

HANCOCK-SOUTH MADISON JOINT SERVICES


PHYSICAL THERAPY Information Release Form

STUDENT: 



DATE OF BIRTH:




SCHOOL:




PARENT AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

As parent/guardian of the above named student, I authorize my physician to disclose the information needed by school personnel to provide physical therapy evaluation or treatment in the school setting.  I understand that this consent for disclosure can be revoked at any time except to the extent that disclosure made in good faith has already occurred in reliance on this consent.  This authorization is valid for sixty (60) days after the date below unless a different date, event, or condition would cause this authorization to expire earlier as indicated as follows:




Date


Parent/Guardian Signature

PHYSICIAN’S ORDER FOR PHYSICAL THERAPY:




Initial physical therapy evaluation and treatment as indicated.




Continued physical therapy for the next school year or as otherwise defined in the student’s Individual Education Plan.


My signature below denotes consent for this student to receive physical therapy services.  I have listed therapy recommendations and/or precautions if any in the space below.

Date


Physician’s Signature

PLEASE RETURN THIS FORM TO:




Hancock-South Madison Joint Services
Physician’s Printed Name

Attention: Physical Therapist




Greenfield, IN   46140
Physician’s Address


Fax: (317) 462-9286

Should payment be required for this authorization, please attach your statement to this form.

