GENESIS

PHYSILYTHERAPY & MASSAGE

: Tel: 403-453-2420
e .  Spoerts Imjury Clinic ax: GU7-353-755¢
-ﬁ_f‘f?"fy’” L}Hﬂﬂ"f-{f I jury Fax: GU7-353-7554

Today’s Date: (mm/dd/yr)

Medical Authorization Permission

Att: Medical Records Dept.
Clinic/Hospital/physician/law firm/ employer

Patient’s name:
AHS #:
Date of birth:

Date of Injury Occurred:

I, , hereby authorize genesis physiotherapy & massage to Release and Request

copies of any or all information from Physicians, Diagnostic Centers, Insurance Companies, Employers, and
Law Firms with respect to my care.

Requesting / Releasing: Related to my injury due to: L1 MVA [IWCB []General pain/injury

Diagnostic Report: |:|x—ray [ IUltrasound [_IMRI

Diagnostic report date:

(If available)

Reports: L1 MVA Forms [JWCB [ITreatment Charting Notes

OTHER:

*%%* This authority shall continue until withdrawn, by me, in writing. **#

Patient signature: Date:

Genesis Centre of Community Wellness
Unit 23, 7555 Falconridge Blvd NE Calgary, AB T3] 0C9 www.genesisphysio.ca



