
Dilworth Eye Associates  
1820 East Blvd.  

Charlotte, NC 28203 
Phone: (704)-733-9120 

Fax: (704)-733-9139 
 
 
 
 

TO:______________________, ___________________________ 
(DOCTOR’S NAME)        (OFFICE LOCATION) 

 
 
 
 

 
 
 I hereby authorize and request the release of my 
medical records and any additional information that 
could be helpful in future evaluations.  
 
 
 

 
 
 

DATE:___________________  DOB:___________________ 
NAME (PRINT):____________________________________ 
SIGNATURE:_______________________________________ 


