



Medical Release of Information Form  

I authorize my medical information/records to be released as indicated above.  

Signature of Patient (or DPOA/Guardian) : _______________________________________________________


Date: ___________________________________________


Patient Name                                                                    Date of Birth:

Address

Phone/Cell

FROM

Provider Name 

Phone

Fax

Address 

TO

Provider Name Molly Harrigan OT Memory Partners LLC

Phone 207-203-9001

Fax 207-274-7012

Address P.O. Box 822

York ME  03909

P.O. Box 822  
York, ME    03909 
P 207-203-9001 
F 207-274-7012 
molly@memory-partners.com

mailto:molly@memory-partners.com
mailto:molly@memory-partners.com

