Live Oaks Physical Therapy Release of Medical Information

Permission to get Records:
I, ___________________________, with a date of birth of___________, give my permission for 

____________________________ to give my medical records to Live Oaks Physical Therapy, Inc 
     (Doctor or Hospital)

to assist in my medical care and treatment. I understand that I do not have to give permission 

to share these records and that if I want to take away the permission for my records, I need to 

talk to a staff member and give notice. This form is good for three months from the date I sign.
Records Requested
____ Doctor Visit Notes
____ Urgent Care Notes
____ Operation or Procedure Notes
____ Doctor’s Orders
____ Radiology Reports
____ Other _________________________________________

Dates for requested records:
_____ All records 
_____ Records dated between __________________ and __________________

Please send records to Allyson G. Bensch, PT at FAX 843-717-2500 or mail to PO Box 2421 Ridgeland, SC 29936.

Patient’s Signature: _______________________________________Date:______________
Authorized Representative: ________________________________ Date:______________


