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Records Release

Patient Name: _________________________________________

Address:           _________________________________________

Phone:              _________________________________________

I hereby authorize Correct Care Chiropractic to release my records/x-rays* for the following dates of service:

_____________________________  to _______________________________.

Release to:

Name:    _____________________________________________

Address:_____________________________________________

               _____________________________________________

Phone:   _____________________________________________

Fax:        _____________________________________________

Patient Signature:___________________________Witness:_________________________

Date:______________________________________________________________________

*X-ray films are originals and must be returned to this office within 30 days.  Digital x-rays on CD are copies and need not be returned.
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