
Advanced Rehabilitation Services, LLC 
Specializing in Vestibular, Spinal, Orthopedic and TMJ Physical Therapy 

 
       

Authorization for Release of Information 
 
 

I hereby authorize _______________________________________________________ 
to release my medical records to Advanced Rehabilitation Services, LLC for the 
purpose of providing necessary information for my care.  The following checked areas 
are the categories of information I request to be sent at this time: 
 
(Please check all that apply) 
 
_____   Please release my entire chart 
 
_____   Operative Report dated  __________________________________ 
 
_____   X-Ray report dated  __________________________________ 
 
_____   History and physical   __________________________________ 
 
_____   Discharge summary dated __________________________________ 
 
_____   Physical Therapy notes dated __________________________________ 
 
_____   Other    __________________________________ 
 
I hereby consent to the release of the above information for the purpose of formulating 
an appropriate physical therapy plan at Advanced Rehabilitation Services. 
 
A photocopy/fax of this document shall be considered as valid as the original.  This 
release shall be in effect until revoked. 
 
Name (Please print) ______________________________________________ 
 
Date of Birth   ______________________________________________ 
 
Social Security #  ______________________________________________ 
 
 
_______________________________________________  ________________ 
Signature of patient or guardian      Date 
 

 
 

/       /

/       /

 Advanced Rehabilitation Services, LLC
Tim Gibbs, PT, OCS, Cert. MDT, CCTT · Brian Miller, PT, MS, OCS 

       Lynnell Finley, PT · Tracie Schroeder, PT, DPT, ATC · Kristin Stockham, PT, DPT
                                                      175 Commons Loop · Suite 100 · Kalispell, MT  59901 

                              Phone (406) 752-7250 · Fax (406) 752-6250 
 


	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	release chart: Off
	name: 
	social security: 
	operative report: Off
	X-Ray Report: Off
	history: Off
	discharge: Off
	physical therapy: Off
	other: Off
	authorize: 
	date of birth Month: 
	date of birth Day: 
	date of birth Year: 
	Date Month: 
	Date Day: 
	Date Year: 


