Records Release Authority and Request of Records
I,________________________________, hereby request that you release the following records and data pertinent to your treatment of me. 
Released to: 
Shelton Chiropractic and Wellness LLC
1635 Olympic HWY N. Ste 100
Shelton, WA 98584
P: 360-426-8060 F: 360-427-5819
Released from: 
__________________________________________
__________________________________________
__________________________________________
  
Type of records:
· Image disc
· Image Report
· Visit note
· Labs
· Other:_____________________________________________________________
For dates of service from: _____________ to _____________

_______________________________     ___________      ____________
Authorizing signature of patient, guardian                   DOB                             Date
or person representative.


Please mail image disc to address about and fax documents that apply.
