Chart #

EYE ASSOCIATES OF WILMINGTON, P.A.

)

1. Patient’s Name

Darrell E. Hester, M.D. Thomas H. Maloy, M.D. Kathleen C. Leone, M.D.
Katherine I. Ochsner, M.D. R. Dax Hawkins, M.D. David A. Johnson, M.D., PhD.
Amanda Britt, O.D. Travis L. Pickens, O.D.

Authorization for Disclosure of Health Information

Date of Birth

Telephone

Address

2.l am requesting that my records be sent FROM:

(Dr./Medical Facility)

3. Please send records TO:

(Dr./Medical Facility/Self)

4. Covering the period of healthcare from to

5. 1 understand this could include information about AIDS, HIV, behavioral or psychiatric care,
alcohol or drug abuse.

6. | understand that this authorization may be revoked in writing at any time.

7. The facility, its employees, officers and physicians are hereby released from any legal responsibility
or liability for disclosure of the above information.

8. Please allow several business days for processing.

Signed:
(patient) (date)
or (legal representative) (relationship to patient) (date)
(signature of witness) (date)

1729 New Hanover Medical Park Drive ® Wilmington, NC 28403 e Telephone 910-763-3601 e Toll Free 800-776-6645 e Fax 910-763-4608
5211 Eason Street, Suite 1 ® Southport, NC 28461 ¢ Telephone 910-454-0563 © Fax 910-454-0567
14057 Highway 17, Suite 200 ¢ Hampstead, NC 28443 ¢ Telephone 910-319-6200 ¢ Fax 910-319-6201
www.wilmingtoneye.com
E129



