[image: image1]

 
[image: image2.png]':@ TOMASINO GOERSS







Authorization to release information





I, the undersigned, hereby give my permission and authorization 


  


To:    





Physician’s name: ___________________________________________





Physician’s address: _________________________________________





Physician’s phone and fax: ____________________________________





For the release of any and all medical information to:





Iverson-Tomasino-Goerss Eyecare Associates


1140 Tom Ginnever Ave.


O’Fallon, MO 63366


Fax# 636-272-1359


Ph.# 636-272-1444





Patient Information:





Name (please print): __________________________________________





Street Address: _____________________________________________





City, State, Zip: ____________________________________________





Patient or Guardian signature: _________________________________





Date: __________________









































