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AUTHORIZATION TO RELEASE HEALTH CARE INFORMATION TO:
 SPINE ARTS CENTER

I, _______________________________, born on ______________, hereby request the 
(Patient’s name – please print)				(Date of Birth)
following information:
	

__ X-rays	__ History	__ Diagnosis	    __ Treatment     __ Reports     __ Other
__ Atlas Orthogonal Vectors

Concerning my: __ Accident    __ Injury    __ Illness    __ Other _______________

To be released to:   Spine Arts Center
		         6120 Brandon Avenue, Suite 203
		         Springfield, Virginia 22150



[bookmark: _GoBack]_____________________________________                                    
Patient/Guardian (Please Print) 

_____________________________________ 	 	                       Date: ___________________ 
Patient/Guardian (Signature) 


K. Christine Lim, D.C., BCAO
Garry T. Krakos, D.C., BCAO
6120 Brandon Avenue., Suite 203
Springfield, Virginia 22150
(703)644-2222
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