
Jonathan Lutz, OD
Rachel Vick, OD

18 S. Main Street
Wendell, NC 27591

Phone: (919) 366-6599
Fax: (919) 366-6355

AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS

Patient Information (please print)

Name: ____________________________________  Date of birth: _________________________________

Address: _______________________________________________________________________________

Phone: ______________________________________________

Please release medical records to/from:

Name: _______________________________________________

Phone: _______________________________________________

Fax: _________________________________________________

Please release a copy of:

_______ Medical Records

_______ Most recent frame manufacturer and lens design information

_______ Most recent prescription

BY MY SIGNATURE, I AUTHORIZE THE RELEASE OF MY MEDICAL RECORDS

PATIENT SIGNATURE: ______________________________________ DATE: ________________________




