








1455 South Michigan Ave., Suite 230, Chicago, IL 60605
Tel: (312) 360-0702 Fax: (312) 360-0705

AUTHORIZATION TO RELEASE HEALTHCARE INFORMATION

Patient’s Name:

Date of Birth:

Social Security Number:

L , hereby authorize you to release my protected

healthcare information to Elite Physical Therapy (fax: 312.360.0705). This request applies to:

0  Heathcare information related to the following condition(s):

O All healthcare information

O Other:

Patient Signature: Date:

www.elitetherapy.com



ELITE PHYSICAL THERAPY
Patient Information

Nombre:

Direccion: Unidad

Ciudad: Estado: Zona postal

Telefono de Casa: Cellular:

Email

Fecha de Nacimiento: Seguro Social #

Empleador: Numero de Telefono:

Physician: NPI#:

phone: Fax #
Primary insurance co HMO PPO POS MEDICARE
Address:

Phone: Fax:

Policy # Group #

Insured’s name: Insured’s DOB:

Effective Date of insurance: Insured’s Relationship to Patient:

INS Contact: Pre-Certification Required? #:
Diagnosis: ICD9Y: Effective Date;

In Network: Deductible: $ Co-pay: $ Co-Insurance (%covered):
Out of Network: Deductible: $§ Co-pay: $§ Co-Insurance (%covered):
Visit Limit per Dx: Per Year Fiscal Limit per Dx: § Per Year: $

W/C Claim # DOI: Physician:

Phone: Fax:

Insurance Name:

Insurance address:

Phone Fax

Claim Adjuster Phone: Fax:
Rehab Nurse; Phone: Fax:

Attorney: Phone: Fax:

Attorney Address:






