
 

Authorization for Release of Information 

 

 
 

I hereby authorize David McKalip, M.D. and Associates to release information 

by my insurance company or workers compensation carrier.  

 

I also authorize David McKalip, M.D. and Associates to release information to 

any hospital or physician that I may be referred to by this office. 

 

 

Name of patient__________________________________________________________  

Signature__________________________________________   Date _______________  

 

Name_____________________________________________________________________  

Relationship to patient __________________________________________________  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Start to Finish Spine Care – 727 822-3500 


