OIP Disability Form Request Patient to Complete

ORTHOPEDIC INSTITUTE
OF PENNSYLVANIA

Patient's Name:

Doctor: Date Form Dropped Off:

Allow 7 - 10 business days for completion
__ Did you complete your section?

— Did you sign the authorization?

— Did you pay the fee ($10.00/form)

— Where is the form to go next?

Patient to pick up at:

Mail to your Home
Mail to insurance company

_ Fax to:

Name & Number

| authorize the Orthopedic Institute of Pennsylvania to release

medical information to:

Patient signature:

STAFF TO COMPLETE

Patient's Account #

Received By:

Paid $ Not Paid N/C



