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5341 Wyoming Blvd. NE, Suite A
Albuquerque, NM 87109
Ph 505-717-2005  Fax 505-312-7551


Request for Authorization to Release Medical Records

Date:___________________________


I hereby grant authorization for the release of my medical records to be sent to ABQ Eye Care, PC from:


Practice Name  ___________________________________
Address  _______________________________________
Phone # ________________________________________
Fax # __________________________________________

Please furnish all my records to: 
ABQ Eye Care, P.C.
5341 Wyoming Blvd NE Ste. A
Albuquerque, NM 87109
Fax: 505-312-7551

	

Patient Name:_______________________________________ Patient Date of Birth:___________________ 

□ Patient  or  □ Guardian Signature __________________________________________________________
		Relationship to patient: ______________________________________________________________________


Notes: __________________________________________________________________________________________________

________________________________________________________________________________________________________
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