
Consent Form: 
Patient Records/X-Rays Copied to Another Chiropractor
Patient Name:_____________________________Patient No:___________ 

I _______________________________   date of birth: __________________________________
residing at _____________________________________________________________________
______________________________________________________________________________
give full permission for my records/X-Rays to be released to: _____________________________
______________________________________________________________________________
Signed: ____________________________

Date: ______________________________
LOGO


Practice Name


Address


Telephone














