Authorization for release of Medical /Vision Records

Northshore Eye Care

Date:

I authorize the release of my medical / vision records to: (Name, Phone, Fax #, Address)

Patient Signature Print Name

Patient Date of Birth

Record requested From:

Fax/ Address:

Date requested: By:

Records Received From:

Date Received: By:

Dr. Thunya Walker
6830 NE Bothell Way, Kenmore, WA 98028
PH: 425-485-3051 / FAX: 425-482-2441



