Consent to Release Information

PRIMARY CARE PHYSICIAN NAME__________________________________ 

ADDRESS_______________________________________________________ 

PHONE__________________________________________________________ 

I, _______________________________grant Stow-Kent Chiropractic permission to 

share findings with my other health care practitioners if we feel there is a medical need. 

YES______ I would like you to send an initial/progress report to my PCP named above. 

NO_______ I do NOT want you to send an initial/progressive report to my PCP. 

Patient Signature__________________________________________________ 

Print Patient Name_________________________________________________ 

Date______________________
