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Consent to Release Medical Record Information 

 
 

Patient’s Name: _________________________________ Date of Birth: ___________________ 

Address:             ________________________________________________________________ 

     ________________________________________________________________ 

      

 

 
__________ I hereby consent to allow Urban Eye MD Associates, P. C. to release my medical  
                     information to: 
 
    ___________________________________________ 

    ___________________________________________ 

    ___________________________________________ 

 

 

__________ I hereby consent to allow release of my medical records from: 
 
    ___________________________________________ 

    ___________________________________________ 

    ___________________________________________ 

 
 
 
 
 
 
 
___________________________________    ________________________ 
Signature of Patient/Legal Representative    Date 


