
 

1381 Crossings Centre Drive Suite E  
Forest VA 24551 

PHONE 434-219-5621 
FAX 434-305-1072 

 

 

RELEASE OF INFORMATON TO PHYSICIAN  

Your physician is the medical representative responsible for coordination of your total care. Therefore it 
is appropriate for him or her to be aware of the therapy taking place under my care. With your 
permission, I would like to communicate basic treatment information to your physician.  

Client Name______________________________________     Date of Birth_________________ 

 

Please DO NOT contact my physician: _____ 

 

Physician Name: ___________________________________ 

Address: ________________________________________________________________________ 

Phone: _________________________________     Fax: ___________________________________ 

 

 

Signature: _____________________________________________  Date: ____________________ 


