
Community Rehab Care, Inc.
305 Centre Street

Newton, MA 02458

Dat~

NaIiIe of Client:

Ad4ress:
MR#

Dat~ of Birth:

I heteby authorize:

To ~elease my medical record to: Community Rehab Care, Inc.
305 Centre Street
Newton, MA 02458
P: 617/244-8480
F: 617/244-8312

Inf~rmation to be sent:~~luations/Progress 

Reports/Discharge Summary

Thi~ authorization is valid for ninety (90) days from the date of signature, during
the fourse of treatment, and/or 90 days from discharge.


