
  Dr. Adrina K. Patterson  D.C.  

 

 

 

Authorization to Request X-Rays/Records 

 

I, _______________________________  authorize Kingston West Family Chiropractic to 

request any radiographs, information or reports concerning my health from: 

 

 

Name of 

Doctor/Hospital/Laboratory:_____________________________________________________ 

 

___________________________________________________________________________ 

 

Address: _____________________________________________ 

 

    _____________________________________________ 

    

Telephone: ___________________________________________ 

 

Fax:            ___________________________________________ 

 

 

Patient Signature: ____________________________________ Date: __________________ 

 

Witness Signature: ___________________________________ Date: __________________ 

 

 

 

Note: Patients under the age of 18 require authorization by a parent or guardian.  

 

Parent/Guardian Signature: ____________________________ Date: ________________ 

 

 

 

Patient: __________________________________ 

 

Date of Birth: ______________________________  

 

743 Cataraqui Woods Drive, Unit  1 

Kingston, ON K7P  2R1   

Phone: (613) 389-5331 Fax: (613) 389-7246 

info@kwfc.ca   www.kwfc.ca 

 

 

 


