AUTHORIZATION FOR RELEASE OF RECORDS

From______________________________________________________________________________

Doctor  or  Hospital

Address___________________________________________________________________________

I hereby authorize and request you to release to:  Benjamin W. Tanner, D.C.






                 16 South Main Street






                 Manheim, PA 17545






                 717-665-1888

Any and all spine related records, including spinal x-rays, MRI & CAT scans or any other imaging concerning the undersigned.

Name________________________________________  Date of Birth_____________________ 

Signature__________________________________________________________________________  

 Patient or Guardian

Tanner Chiropractic   16 South Main Street  Manheim, PA 17545
