	     AUTHORIZATION TO RELEASE MEDICAL RECORDS





I, ______________________________ (patient name), hereinafter “releaser”, hereby authorize Gilroy Family Chiropractic Center to release any and all medical records to:

Name of Medical Facility/Doctor: __________________________________________

Address: ______________________________________________________________

Phone: ______________________________   Fax: ____________________________



This authority to release includes, but is not limited to: medical reports, clinical notes, history of injury, subjective and objective complaints, x-rays, interpretation of a diagnostic test, diagnosis and prognosis, progress notes, doctors orders, drug screen results and any other document, records or information.

A photocopy of this authorization, which contains my signature, shall be considered as effective and valid as the original and shall be honored by those to whom it is provided.


	


Date Signed: ________________                    ____________________________________
								    PATIENT SIGNATURE
							
[bookmark: _GoBack]____________________________________
								 PATIENT DATE OF BIRTH

Gilroy Family Chiropractic Center     364 S. Walnut St. Bath, PA 18014	 610.837.1041 (ph)   610.837.4090 (fax)

