
BE'!O!'!D 
LIMITS 

REHABILITATION 

HIPAA Release Form 

Release of information: (Initials Required) 

         3530 Springdale Road 
          Cincinnati, OH 45251

info@gobeyondlimits.com
                p: (513)245-0100
                 f: (513)245-2372

--
I authorize the release of information including any diagnosis, records, examination 

notes and claim information. This information may be released to the following: 

Name:. ___________ Relationship ______ _ 
Name: Relationship ______ _ 

Or 

--

Do not release to anyone 

This release will remain in effect until terminated by me in writing. 

Messages: 

Please call: Home 
--

Cell 
--

Work 
--

Other 
--

If unable to reach me: 
__ You may leave a detailed message 

--

Leave a message asking me to return your call 

--
Do not leave a Message 

Patient Name (Please Print) _____________ _ 
Patient/Guardian Signature: _________ Date: __ _ 
Employee Signature: Date: __ _ 






