
Authorization for Release Of Medical Information 

I, ______________________________ give Orthopaedic Associates permission to 
release and/or discuss my medical records or conditions with the following individual(s): 

Name: Relationship to the patient: 

_______________________ _________________________ 

_______________________ _________________________ 

_______________________ _________________________ 

_______________________ _________________________ 

_______________________________ _________________________ 
Patient signature   Date 

_______________________________ 
Witness signature 

Jenn Cerio 
Typewritten Text
Orthopaedic Associates, P.A. complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex.

Jenn Cerio 
Typewritten Text
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