
Date   ________________________________ 

 

 

 

 

 

 

 

 

I, ___________________________________ give Bi-County Chiropractic permission to discuss my 

 

complete medical file and billing information with the following individuals: 

 

 

 

 

1. _____________________________________________ 

 

 

2.         _____________________________________________ 

 

 

3.         _____________________________________________ 

 

 

 

 

 

Patient's signature  _________________________________________ 

 

 

Witness signature                   _________________________________________ 


