
 

 

Records Release Authority 
To: __________________________________________________________________________________ 

                                                                                   Doctor or Hospital 

 

Address: _____________________________________________________________________________ 

City: _________________________________ State: ________________________ Zip: ______________ 

 

I Hereby authorize and request release to:                                Escobar Chiropractic LLC 

                                                                                                            912 Colfax Ave,  

                                                                                                            Winter Park, FL 32789 

                                                                                                            P: 407-644-3223 Fax: 407-960-3767 

 

The complete medical history, imaging and records in your possession concerning my illness and/or 
treatment during the period from __________________ to _________________________ 

 

Patient name: ____________________________        DOB: _________________ 

 

Patient’s Signature: ________________________       Date: _________________ 

Witness: _________________________________       Date: _________________ 

 

The information enclosed with this transmission are the private, confidential property of the sender, and the material is privileged 
communication intended solely for the individual indicated. If you are not the intended recipient, you are notified that any review, disclosure, 
copying, distribution, or the taking of any other action relevant to the contents of this transmission are strictly prohibited. If you have received 
this transmission in error, please notify us immediately at (407) 644-3223 


