CONSENT FOR RELEASE OF MEDICAL RECORDS
Henry-Burnett Chiropractic

22295 Hwy 6 and 19
Cambridge Springs, PA 16403

(814)398-2887

Fax (814)398-2903

Dr. ___________________________

______________________________

______________________________

______________________________

PATIENT: __________________________

DOB:_______________________________

I, ___________________________, hereby authorize the release of the following indicated information to Elizabeth Henry-Burnett, DC of Henry-Burnett Chiropractic. Please send the requested information to the above address.

______  Plain film X-rays 

______  MRI 

______  CT Scan

______   Medical History

______   Lab Report to include: _____________________________________________

______   Blood Report to include: ___________________________________________

______   Medical Records from the date of _________________ to present

______   Complete Medical Records

______   Other___________________________________________________________



___________________________________________________________



___________________________________________________________

Thank you for your cooperation in this matter.

______________________________________  


     ______________

Patient/Parent/Guardian’s Signature





Date
