
Dr. Michael R Rano RN, MSN, DC
38-42 Front Street, Suite 1F

Binghamton NY 13905

Cell: 607.722.8431      mrano@yahoo.com      onlinechirohelp.com

Permission to review records for an Adult

Date: ____/____/______

RE:_________________________________
                     (type of record/imaging study)

I, __________________________________ ,grant permission to obtain, secure, and
                 (name)

review my health/medical records including testing, x-rays, and other imaging studies.

Signed by:______________________________ Date._______/_______/_________.

Identifying record information:

Print Name: ________________________________________

Sign Name: _________________________________________

Date of Birth: _____________________

Medical Record No. (if known): ___________________

Note:

mailto:mrano@yahoo.com

