Consent to Share Information
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As part of our commitment to providing you with the highest quality of care,
we aim to foster effective communication between your chiropractic and
massage therapy treatments.

To enhance your treatment plan and ensure coordinated care, | am
requesting your permission to share relevant information about your health
and treatment progress with the chiropractic team at Riverview Chiropractic.
This collaboration will allow us to tailor our approaches to your specific
needs and optimize your overall well-being.

Please be assured that any information shared will be handled with the
utmost confidentiality and in accordance with all privacy reguiations.

If you consent to this information sharing, please sign below:

l, (P’P\—J\%-PCO\’\) , hereby give permission for my remedial

massage thera\éist and the chiropractic team at_Riverview Chiropractic to
exchange relevant health information copee g my treatment.
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