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Sharing Information with Family & Friends

Lee Chiropractic Center, LLC
2625 E Jackson Blvd
Jackson, MO 63755
Phone: (573) 243-3934   Fax: (573) 243-3935

To protect the confidentiality of our patients, we ask you to fill out this form. Please indicate who you will allow us to discuss your medical care and account information with. If their names are not listed on this form, we will NOT discuss anything with them regarding your care or your account no matter who they say they are.
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Signature: _________________________________________________    Date:______________
