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Patient Name.

Authorization for reiease of identifyi healih information

PHCNE.DOts:

Address:

i autharize reiease ef my cemplete medical reeoreifrom:

To Nancy Prybylo, OD Location:Eyes Rite Ltd., iaddresslfax listed above)

Details of request:

I have read and understand this form, and am signing voluntarily:

lf patient is under 18, signature cf Guarclian.

{Signature)- {Date)

(Signature) 

-: 
(Date)


