Pediatric Potentials

Occupational Therapy Services, LLC

1122 East Main Street, Suite 4, Bozeman, MT 59715 Tel. 406-582-4182
CONSENT TO DISCLOSE MEDICAL RECORDS

Name: _____________________________
The patient authorizes to disclose all or any part of the patient’s medical or financial records to any person or entity which is or may be liable under contract to this clinic, to the patient, or to a family member or employer of the patient to pay all or a portion of the cost of care provided to the patient, including but not limited to, hospital or medical service companies, health care companies, insurance companies, worker’s compensation carriers, welfare funds, or the patient’s employer or the clinic’s auditors. 

All information obtained will be kept private and used only for the planning of services or for billing for services provided from Pediatric Potentials. 

List all service providers that may be contacted by Pediatric Potentials for records, medical information (e.g. physicians, schools, other therapy providers, hospitals, etc.)

	Provider Name, Address, Phone #
	Information Type

	
	

	
	

	
	

	
	

	
	


___________________________

______________

Patient/Parent or Guardian


Date

