GENTILE RETINA

WORLD CLASS VISION & EYE CARE

Authorization for Release of Medical Information

Date:

To:

Patient Information:

Name:

Address:

Phone Number:

Date of Birth:

| hereby authorize you to release my full medical record to:
Ronald C. Gentile M.D

218 Second Ave Suite 402 South
New York, NY 10003

Patient Signature: Date:

218 Second Avenue Suite 402 South ‘ New York, NY 10003

(212) 979 4120 www.gentileretina.com | Fax: (646) 290 8008
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