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HIPAA RELEASE

PHYSICAL THERAPY

I authorize Body Zone Physical Therapy to disclose information related to my care and treatment to the 

following named individuals:

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

The above authorization is subject to the following limitations or restrictions:

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________
PATIENT NAME (PRINTED)

______________________________________________________ _______________________
SIGNATURE OF PATIENT (OR GUARDIAN)     DATE 

______________________________________________________
WITNESS
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