
               Central Missouri Physical Therapy 
& 

Hand Rehabilitation 
 
 
 
 
 

Authorization to Release Medical Records 
 
 

I hereby authorize any and all therapist who have examined, evaluated, 
and/or treated me to furnish to _____________________________ all 
records and other data or information regarding medical history, treatment, 
and/or diagnosis and permit them to make copies thereof.  A photocopy of 
this document shall be as effective as the original. 
 
 
Dated this __________ day of _________________________ 20___. 
 
 
 
 
 
 

________________________________________ 
Signature 

________________________________________ 
Address 

________________________________________ 
City, State, Zip Code 

________________________________________ 
Telephone Number 

________________________________________ 
Cell Number 

300 N. Morley 
Moberly, MO 65270 
(P) (660) 263-6223 
(F) (660) 263-6224 

1705 Christy Drive 
Jefferson City, MO 65101 

(P) 573-659-5515 
(F) 573-659-8439 


