KEE
PHYSICAL
THERAPY

Authorization to Release Medical Records

l, , authorize KEE PHYSICAL THERAPY to release photocopies

of my medical records to:

Office/Provider Name:

Phone Number:

Fax Number:

| understand that | am not protected from re-release of this information by a designated third party. |
understand that | may revoke this release in writing to KEE PHYSICAL THERAPY at any time. | also

understand that this release is effective for six (6) months from this date.

Signature: Date:

Print Name:

Eric Smith PT, MPT
6705 E 81st St. Suite 170 Tulsa, OK 74133 | Phone 918-710-5790 | Fax 918-728-2217



