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MacuLa CenTER
Dana M. Deupree, M.D., FA.C.S.

RECORDS RELEASE AUTHORIZATION

I HEREBY AUTHORIZE AND REQUEST THE RELEASE OF MY COMPLETE MEDICAL RECORD

TO BE RELEASED FROM:

Name of Doctor / Hospital / Clinic

Address City

Telephone Number

FAX

SEND TO:

State ZIP

Name of Doctor / Hospital/ Clinic

Address City

Telephone Number

FAX

Patient Signature X

PRINT: Patient Name

Patient Address

State ZIP

Date

S.S#

Telephone

Chart Number

Witness Signature

3280 McMullen Booth Road, Suite 120 - Clearwater, FL 33761 =« (727) 789-8770 -

Date of Birth

Date

FAX (727) 789-8784 -+ www.MaculaCenter.com



