CURRY CHIROPRACTIC CENTER

DR. GEORGE B. CURRY

Medical Release Form

15 Central Street

Windsor, CT 06095
Telephone: (860) 688-1218
Fax: (860) 285-8254
www.Currychiroct.com

Patient Information:

Last Name:

First Name: Middle Initial:

Date of Birth: Phone #:

Address:

City/State/Zip:

I hereby authorize and request the release of my medical records to:

Physician/Hospital:

Name:

Address:

City/State/Zip

Phone #:

Fax #:

Email:

Signature:

Date:

Witnessed by:
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