
RECORDS RELEASE AUTHORIZATION 

I authorize the release of all my 

 Medical Records / X-rays – to/from: 

To be released to/from: 

Emerald City Spinal Care 

1222 E Madison Street, Suite D 

Seattle, WA 98122 

206.204.8255 Phone 

206.204.8259 Fax 

Name_________________________ DOB________ 

Address____________________________________ 

Signature______________________ Date________  
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