Spees Chiropractic
PATIENT REQUEST FOR RECORDS

PATIENT NAME:

ADDRESS:
CITY: STATE: Z|P:
DATE OF BIRTH: / / SSN: - -

FACILITY OF RECORDS:

APPROXIMATE DATE OF RECORDS:

These records are needed immediately in order to properly process this patient. You would
greatly assist us if you would please submit the following necessary records:

O Radiology Reports (X-rays, MRI, CT)
Films in question:

Q Actual film copies of x-rays / MRI's / CT's (by mail).

O Office Notes and Dictations

QO Emergency Room Records / Lab Reports / Diagnostic Studies
0 Ambulance Transporter's Report

Q Special Studies (i.e. NCV, EMG, etc.)

Q Surgical / Post-Surgical Reports

Q Other:

| HEREBY AUTHORIZE THE RELEASE OF MY X-RAYS/RECORDS AND
REQUEST THAT THEY BE TRANSFERRED TO:

Spees Chiropractic
1633 CELINA RD
Saint Marys, OH 45885
Phone: 419.300.9790 Fax: 419.300.9789

PATIENT SIGNATURE: Date: [

Note of Confidentiality: This is intended for use only by the individual or entity to which it is addressed and may contain information that is
privileged, confidential, and exempt from disclosure under applicable law. If the reader of this message is not the intended recipient, or the
employee or agent responsible for delivering the message to the intended recipient, you are hereby notified that any dissemination,
distribution, or copying of this communication is strictly prohibited. If you have received this communication in error, please notify us
immediately by telephone, so that all transmitted materials received may be dealt with appropriately. Thank you.







