
 

 

Release of Records 

 

Date: _____________________ 

 

Patient Name:  _____________________________________ 

 

Date of Birth:  _______________________________________ 

 

I, _______________________________, authorize HealthWorks Family Chiropractic to release 

my medical records to  

______________________________________________________________________________ 

Release my medical records to: 

Name: _______________________________________________________________________ 

Address: ______________________________________________________________________ 

Phone Number: ____________________________________ 

Email Address: _____________________________________ 

 

 

Client Signature: ____________________________​​ Date: _________________________ 


