
MEDICAL RECORD RELEASE

ATTN: ________________________________________________

ADDRESS: ________________________________________________

________________________________________________

________________________________________________

________________________________________________

RE: ________________________________________________

DOB: ________________________________________________

PLEASE RELEASE MEDICAL RECORDS ON THE ABOVE NAMED PATIENT

TO:

ORTHOPEDIC PROFESSIONAL ASSOCIATION

80 HEALTH PARK DRIVE #270

LOUISVILLE, CO  80027

SIGNED: _______________________________________________

DATED: _______________________________________________


