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Record Request

Date:      _____________________
To:          __________________________________________

Address:__________________________________________

                __________________________________________

Phone:   _____________________ Fax:_________________

Correct Care Family Chiropractic requests the release of records/xrays of your patient:
______________________________________ DOB:________________________

             (Print Name)

For approximate dates of service from__________________ to ______________.
Patient Signature:_________________________________  Date:________________________

Witness:_________________________________________

Please send records to:

Correct Care Family Chiropractic

31395 W. Seven Mile, Suite G

Livonia, MI 48152

Phone:(248) 426-6600

Fax:(248) 426-6603

Email:correctcare@sbcglobal.net
