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Client’s Name: _______________________  Date of Birth: ______________ 

 
Authorization to Release Protected Health Information 

 
I hereby authorize Columbus Therapy Associates to release my protected health information to: 
 
 

___________________________________________ 
Agency/Individual Name 

 
___________________________________________ 

Address 
 

___________________________________________ 
Phone Number 

 
___________________________________________ 

Fax Number 
 
For the purpose of: 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
I authorize release of the following: 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
I understand that I may revoke this authorization at any time by submitting a written request to the Center.  
Such a revocation does not apply to releases prior to the date of the request. 
 
 
___________________________________   ___________________ 
Client or Legal Guardian     Date 
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