Pullman sporzs
Mark D. Cleven, PT, ATC & BROOKS

Il Physical
:f Therapy Marci Stephens, MPT, CSCS RUNNING SHOES

REQUEST FOR RELEASE OF MEDICAL RECORDS

PATIENT NAME: (Please print)

Other/Maiden name

Birthdate Soc. Sec #

PATIENT SIGNATURE DATE

If patient is under age 14, parent or guardian signature:

FROM:

I hereby request and authorize you to furnish all the requested medical information to:

TO:

588 SE Bishop Blvd, Ste A, Pullman, WA 99163 (509) 332-7778 Fax: (509) 332-7032 www.pullmansportspt.com



	 FROM: ___________________________________

