
 

 

 

 

 

 

CHIROPRACTIC RECORD REQUEST FORM 

 

 

Patient’s Name: _______________________________________________________ 

 

Address: _____________________________________________________________ 

 

DOB: ________________________________________________________________ 

 

 

 

I ___________________________________ authorize Chiropractic Center of Georgetown to 

release a copy of my chiropractic record.  

 

 Transferred to:_____________________________________________________ 

           ________________________________________________________________ 

 

 Mailed to me directly to this address:___________________________________ 

           ________________________________________________________________ 

 

 Will pick up in person. 

 
 

 

 

 

 

 

Patient’s Signature: _______________________________________________________ 

 

Date: ___________________________________________________________________                                             


