
Patient Testimonial Release Form 

Name:___________________________  Date: __________________ 

Thank you for taking the time to share your experience with Spine Associates. We value and 
appreciate your expression. Your success story may serve as inspiration and encouragement to 
others who are struggling with spine issues. Once complete, please email this form to 
jplumb@spineassociates.com along with a picture that best represents you. 

Your Story: 

__________________________________________________________________________ 

__________________________________________________________________________ 

__________________________________________________________________________ 

__________________________________________________________________________ 

__________________________________________________________________________ 

__________________________________________________________________________ 

__________________________________________________________________________ 

__________________________________________________________________________ 

Some questions to reflect on… 

1. How has your daily life improved since having spine surgery? What activities are you involved in? 
____________________________________________________________________________________

2. Would you recommend Spine Associates to a friend or relative?  Why?
____________________________________________________________________________________

3. What do you consider to be the most valuable aspect of your experience with us?
____________________________________________________________________________________

4. If you’ve had experience with other spine specialists, what sets us apart from them?
____________________________________________________________________________________
_ 
Please email us a photo of you that best represents your life as it is today so we can include it with 
your story.  We appreciate your time and willingness to share your story.   
Email: 
jplumb@spineassochou.com

mailto:jplumb@spineassociates.com


 
 

 
 

 

 

 

 

 

Authorization and Release of Testimonial Information 

I understand my testimonial as outlined above and made on behalf of Spine Associates may be used in connection 
with publicizing and promoting The Practice. I authorize The Practice to use my name, brief biographical 
information, and the Testimonial as defined on this form. 

I hereby irrevocably authorize The Practice to copy, exhibit, publish or distribute the Testimonial for purposes of 
publicizing The Practice’s services or for any other lawful purpose. These statements may be used in printed 
publications, multimedia presentations, on websites or in any other distribution media. I agree that I will make no 
monetary or other claim against The Practice for the use of the statement. 

In addition, I waive any right to inspect or approve the finished product, including written copy, wherein my 
testimonial appears. 

I have read the authorization and release information and give my consent for the use of my testimonial 
as indicated above. 

Printed Name: _________________________________________ 

Signature: _________________________________________ 

Email: _________________________________________ 

City __________________________________ 
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