[image: ]






	

CHIROPRACTOR
Authorization For Use / Disclosure Of Health Information
[bookmark: _GoBack]

Authorization for Use/Disclosure of Information:  I voluntarily consent to and authorize my health care provider (below) to use or disclose my health information during the term of this Authorization to the recipient(s) that I have identified below. 

Doctor: _____________________________ 	Facility: ________________________________

Phone: _____________________________	Fax: ___________________________________


Recipient:  I authorize my health care information to be released to the following recipient(s):

Dr. _________________, D.C.
  <Clinic Name>
<Clinic Address>
<phone and fax numbers)
www.nerveandlaserinstitute.com


Purpose:  I authorize the release of my health information for the following specific purpose: treatment and/or assessment. I understand that this Authorization will remain in effect until the provider fulfills this request.


Information to be disclosed:  I authorize the release of the following records or types of health information: (check the applicable box below)

__ All Medical Records		__ All Diagnostic Test Results	__ Surgery Summary Notes
__ 	NCV Test Results		__ Surgical Op Notes			__ CT Report(s)
__ MRI Report(s)		_	_ X-ray Report(s)			__ Ultrasound Report(s)	

__ Other: _______________________________________





Patient Signature: ___________________________________	Date: _____________			

Print Name: ______________________________________          DOB: ____________
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