RECORDS RELEASE/TRANSFER REQUEST

DATE:____________________________

TO:________________________________________________________________________________

(DOCTOR/HOSPITAL)

ADDRESS:__________________________________________________________________________

CITY:_________________________________   STATE:____________________   ZIP:____________

I hereby authorize the release of my x-ray films, imaging reports, treatment notes, test results or copies of such and request that they be transferred TO/FROM:

Chiro To Go
P.O. Box 30083
Columbia, SC 29230
Telephone: (803) 917-1424
_______________________________________          ________________________________________

               Print name of patient



  Signature (patient, parent or guardian)
