
Release of Records 

 

 
[ ]  All Treatment 

[ ]  Treatment Related to Specific Injury or Illness:_________ 

[ ]  Beginning & Ending Dates of Treatment _____________ 

[ ]  X-Rays only 

 

 

 I authorize Precision Care Chiropractic to release my records to the 

following doctor/clinic/attorney/insurance company/myself: 

 

   _______________________________________ 

   _______________________________________ 

   _______________________________________ 

   _______________________________________ 

 

___________________________ ___________________ 

Patient’s Name (print please)  Patient or Guardian signature 

 

___________________________  

Patient’s date of birth 

 

___________________________  

Date of Request 


