@ = pAyL PHILLIPS EYE & SURGERY CENTER

RECORDS RELEASE AUTHORIZATION

I hereby authorize release of copies or a summary of records pertaining to the eye
care of:

Name of patient Date of Birth

To be sent to:

Signature:

Relationship to the patient:

Date:
6phillipseye@gmail.com « www.njlasereye.com
6B Minneakoning Road 1 Monroe Sireet 1738 Route 31N, Ste 214
Flemington, NJ 08822 Bridgewater, NJ 08807 Clinton, NJ 08809
Phone: 908.824.7144 Phone: 908.526.4588 Phone: 908.735.4100

Fax: 908.968.3239 Fax: 908.231.6718 Fax: 908.735.7494
Clinical Fax: 908.751.5485



