AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

I hereby authorize   ________________________________________________ 




(Name of Physician and/or Health Care Institute)

to release the following information from my health care records:

1. Office Notes

2. Narrative Reports

3. X-Rays

and request they be released to Dr.___________________________at

Stuckey Family Chiropractic

2510 Mineral Point Ave. #100

Janesville, WI 53548

A photocopy of this authorization shall be valid and acceptable as the original authorization and shall remain in force and effect for a period of five years following the date this authorization was signed.

Printed Name of the Patient: __________________________Date of Birth:___________

Patient’s Signature:__________________________________Today’s Date:__________

