Mary Jo Marraffa, D.C.

881 High Street

Worthington, OH 43085

(614) 847-1100
Authorization for Release of Information

I authorize release/exchange of any health care information that may be necessary for my treatment between the following persons:

Dr. Mary Jo Marraffa and _______________________________________________

Phone: 

_______________________

Fax: 

_______________________


         


       



Address: 
________________________________________________



  
________________________________________________



  
________________________________________________
This consent to disclose may be revoked by me in writing at any time.  This consent expires upon patient/client termination of treatment with either provider.

___________________________________________  ___________________________  

Signature 





    Date

________________________________________________ 

Print Name
10/2014
