My Pediatric OT Services
Helping kids help themselves

Medical Release of Information

Authorization to Release Healthcare Information

Patient’s Name: Date of Birth:

Parent/Guardian Name:

| request and authorize to release
healthcare information related to the patient named above to:

My Pediatric OT Services
1776 Washington Street
Walpole, MA 02081

This request and authorization applies to:

|:| Healthcare information relating to the following treatment, condition, or dates:

Signature: Date:

Parent/Guardian Signature (if patient is a minor):

Date:

This authorization concludes at completion of treatment.

Notes: HIPPA disclaimer: The information transmitted in this document is intended only for the person or
entity to which it is addressed and may contain confidential and/or privileged patient information. Any review
or dissemination other than to the intended recipient is prohibited. If you received this form in error, please
contact the sender and destroy the material.

1776 Washington Street, Walpole, MA 02081
(508) 208-8438 www.mypediatricOTservices.com



