

MEDICAL RECORDS RELEASE REQUEST


Patient's Name: __________________________________________

Date of Birth: ____________________________________________


If you need a full copy of your records, please visit MorganRecordsManagement.com after November 1st. 


I hereby request and authorize that a copy of my (choose one):

most recent eyeglass or contact lens prescription: in person pick up or fax - no charge, mail - $10

most recent eye exam and related visits / data (includes most recent prescriptions): in person pick up or fax - no charge, mail - $10


be released from:

Richard H. Mackowsky, O.D., P.A.
5450 New Hope Commons Drive
Durham, NC  27707
919-489-4653 office
919-489-2921 fax

To:

Name/Facility: __________________________________________

Address: _______________________________________________

Phone Number: __________________________________________

Fax Number: ________________________________________________

Patient (or parent) signature:  _______________________________

Date:  __________________________________________________


Please circle method of delivery:   in person pickup  /  fax  /  mail

