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RECORDS RELEASE AUTHORIZATION 

AUTO/WORK/SPORTS
INJURIES 

EXERCISE REHABILITATION 
PHYSICAL THERAPY 

HEALTH ENHANCEMENT 
CENTER 

TO:___________________________________________________________________________________________
Doctor or Hospital

Address

I HEREBY AUTHORIZE AND DIRECT YOU TO RELEASE 
TO: FRALICKER CHIROPRACTIC CLINIC, INC. 

835 CESERY BOULEVARD 
JACKSONVILLE, FL 32211 

THE COMPLETE MEDICAL RECORDS AND X-RAYS IN YOUR POSSESSION, 
CONCERNING MY ILLNESS AND/OR TREATMENT DURING THE PERIOD FROM 
_______________ TO _______________. EMERGENCY ROOM   YES   NO 

INCLUDING ALL E.R. RECORDS AND ALL RADIOLOGY REPORTS.  THANK YOU.

PRINT NAME: _________________________________________________________________________________

ADDRESS: ___________________________________________________________________________________

DATE OF BIRTH: _______________ SOCIAL SECURITY #_________________

I understand that this records release is effective for one year 
from the date indicated below. 

SIGNATURE: ________________________________________ WITNESS: _______________________________
(Patient, Parent or Guardian) 

Date: ____________      Initial Here 
recordsr 

835 CESERY BOULEVARD • JACKSONVILLE . FLORIDA 32211 

TO:___________________________________________________________________________________________

______________________________________________________________________________________________


