RECORD RELEASE 
 CAPITOL REHAB OF WINCHESTER


I __________________________________ hereby request on this date, _____/_____/_______
(Patient or Guardian’s Name)
that Capitol Rehab of Winchester release my records to: ___________________________________
(Doctor/ Attorney’s Name)
[bookmark: _GoBack]at the following location: ______________________________________________________________
 
(________) ___________ - ______________		(_________) ___________ - ________________
(Phone Number)						(Fax Number)

A report of my diagnosis, treatment, prognosis and recommendations as well as, other data pertinent to my treatment between the following dates: ____/_____/______ to ____/____/_____.



______________________________________________			______/_____/_______
(Patient Signature)								(Date)

__________________________________________________				(_____) _______- ______
(Patient Address)									(Patient Phone Number)

______________________________________________			______/_____/_______
(Witness Signature)								(Date)
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