RELEASE OF PATIENT RECORDS AUTHORIZATION
I hereby authorize my primary care physician, _____________________ ___________________________________________________________,

to release a copy of all lab work done within the past 12 months to:

Cooper Chiropractic Center

Dr. Ronald Cooper, D.C.

P.O. Box 3334

W. Somerset, KY  42564

Phone:  606-679-1166
Fax:  606-679-1167

This authorization is given pursuant to State Statute and HIPPAA regulations.  I understand that State Statute makes clear that any third party to whom records are disclosed is prohibited from further disclosing any information in the medical record without the expressed written consent of the patient or the patient’s legal representatives.

Patient’s Date of Birth

Patient’s Name (Print)
Patient’s or Patient’s Legal Representative’s Signature

Date Signed
