
Part 2: Release of Information  
I authorize CCHMC and any treating physician/trainer to release any and all information related to the care and treatment of the above-mentioned 
patient.  I further authorize the release, to the extent necessary, of information from my child’s medical record to appointees of CCHMC’s medical 
staff, its allied health professionals, employees, and other agents as well as to accrediting and licensing/regulation entities who have, in turn, 
agreed to keep such information confidential, for the purpose of reviewing or auditing the performance of CCHMC, its medical staff, it’s allied 
health professionals, its employees, and or its agents otherwise assisting CCHMC in either the rendering of medical care/and or the administration 
of CCHMC. 
 
 
Parent or Legal Guardian Signature X_______________________________________________  Date __________________________________________ 
 

Referring Physician 
 
Physician Name _________________________________________________________________________________________________________________   
 
 
Address ________________________________________________________________________________________________________________________   
 
 
City ______________________________________________  State ____________________________________________  Zip Code _________________ 
 
 
Phone Number _________________________________________ Fax _________________________________________        
 
                                                 
Physician Signature  X  __________________________________________________________  Date __________________________________________ 
 
Patient Information 
 
Patient Name _________________________________________________________________________________________________________________   
 
 
Parent/Guradian Name _________________________________________________________________________________________________________   
 
 
Address ________________________________________________________________________________________________________________________   
 
 
City ______________________________________________  State ____________________________________________  Zip Code _________________ 
 
 
Phone Number _________________________________________ Work Phone Number ________________________________________               
 
                                                 
Diagnosis  _____________________________________________________________________________________________________________________ 
 
 
Does the patient use orthoses?  q Yes        q No        Details ________________________________________________________________________  
 
 
Does the patient use any walking aids?  q Yes        q No        Details ___________________________________________________________________  
 
 
Past and proposed surgery (details and dates) _______________________________________________________________________________________ 
 
 
Comments and physician’s goal for gait analysis _____________________________________________________________________________________ 
 
 
_______________________________________________________________________________________________________________________________   
 
 
_______________________________________________________________________________________________________________________________   

Clinical Motion Analysis Referral Form 
Cincinnati Children’s Hospital Medical Center  

Sports Medicine Biodynamics Center  
 

1. Clinicians should complete this form and send it to the Sports Medicine Biodynamics Center via fax or mail. 
                Sports Medicine Biodynamics Center 
                3333 Burnet Avenue; MLC 10001 • Cincinnati, Ohio 45229 
                Phone: 513-636-4366 • Fax: 513-636-0516 
                Email: sportsmed@chmcc.org  
2. Cincinnati Children’s will contact the patient and schedule the appointment. 
3. After the Motion Analysis is completed a written report and data interpretation will be sent to the referring physician. 


