
 
 

 
 
RELEASE OF MEDICAL RECORDS 
 
 
I authorize Park Cities Eye Associates to release my medical records to: 
 
 
Name:  __________________________________________________ 
 
Address:  ________________________________________________ 
 
City/State/Zip:  ___________________________________________ 
 
Phone:  __________________________________________________ 
 
Fax:  ____________________________________________________ 
 
Reason:  _________________________________________________ 
 
 
 
 
Patient Name Printed:  ______________________________________ 
 
Patient Date of Birth:  _______________________________________ 
 
Patient Signature:  __________________________________________ 
 
Date Signed:  ______________________________________________ 


