
 
2785 N. Ankeny Blvd. 

Ste. 16 

Ankeny, IA 50023 

(515) 964-5000 

kruegerchiro@kruegerankeny.com 

 

 

PATIENT REQUEST FOR RECORDS RELEASE 

 

 

To: _________________________________________________ 

   Doctor/Hospital 

Address: _____________________________________________________________ 

City:_____________________________State:____________Zip:________________ 

 

I hereby authorize the release of my records listed below to Dr. Otto Krueger and 

Krueger Chiropractic. 

 

Patient Name: ______________________________DOB: ____________________ 

 

Type: _____________________________________Date: ____________________ 

Type: _____________________________________Date: ____________________  

Type: _____________________________________Date: ____________________ 

 

Patient Signature: ___________________________________Date: _____________ 

 


