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                              MICHAEL ROLFSEN, M.D.
REQUEST FOR MEDICAL RECORDS

TO WHOM IT MAY CONCERN:

I hereby authorize Dr. ________________________________________________________
__________________________________________________________________________

__________________________________________________________________________
To send a copy of my medical records or release any medical information to:

WACO EYE ASSOCIATES, P.A.

2400 AMBASSADOR DRIVE
WACO, TEXAS 76712

(254) 756-4457 OFFICE

(254) 756-1718 FAX

_____________________________________

Signature

_____________________________________

Printed Name

_____________________________________

Relationship to Patient

_____________________________________

Date of Birth

______________________________________

Date

