
REQUEST FOR HEALTH RECORDS

___  I give Greater Rochester family & sports Chiropractic permision to obtain any or all

health records/x-rays from:

_________________________________

_________________________________

_________________________________

_________________________________

___  I give Greater Rochester family & sports Chiropractic permision to release any or all

health records/x-rays to:

_________________________________

_________________________________

_________________________________

_________________________________

In regard to the following patient: _____________________________________________________

Date: _________________________________________

Signature: ________________________________________

Witness: ________________________________________

Leslie W. Lange, D.C.
Michael F. Maiorano, D.C., C.C.S.P.

Karen A. Santini-Feger, D.C.
Kenny F. Tsang, D.C.

30 Allens Creek Rd. 

Rochester, NY 14618

TEL (585) 442-3220

FAX (585) 442-1017  

www.greaterrochesterchiropractic.com


