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AUTHORIZATION FOR PATIENT RECORDS

Please fax completed form back to Georgia Eye Partners @ 404-381-2380


Patient name: __________________________ Date of Birth _________________

I hereby authorize Georgia Eye Partners to release any information obtained during my examination and treatment to:

Self/Doctor Name: ___________________________________________________

Address: ___________________________________________________________

___________________________________________________________________

Phone Number: _____________________________________________________



____________________________________			____________________
Patient Signature							Date




For Office Use Only

Mailed to above address on (date): _____________________

Completed on (date): ________________________________



	DOWNTOWN DECATUR
	DECATUR
	JOHNS CREEK
	MIDTOWN
	NORTHSIDE
	SNELLVILLE
	WOODSTOCK

	200 E Ponce de Leon Ave Suite 200
Decatur, GA 30030

	2799 Lawrenceville Hwy #104
Decatur, GA 30033

	10080 Medlock Bridge Rd. 
Johns Creek, GA 30097

	550 Peachtree St NE  Suite 1500
Atlanta, GA 30308

	1100 Johnson Ferry Rd. Suite 140
Atlanta, GA 30342

	1700 Tree Lane Rd
Suite 135
Snellville, GA 30078

	120 Stone Bridge Pkwy Suite 415
Woodstock, GA 30189
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