
I, ____________________________________, DO HEREBY REQUEST
 Patient Name and DOB

TO HAVE MY COMPLETE EYE HEALTH, PRESCRIPTION, AND

CONTACT LENSE RECORDS RELEASED

FROM___________________________________TO DR. HORACE DEAL.
Doctor 

________________________________
PATIENT OR RESPONSIBLE PARTY
________________________________
DATE
________________________________
WITNESS

   

214 SAVANNAH AVENUE ∙ STATESBORO, GEORGIA 30458 ∙ T: 912-764-5609 ∙ F: 912-764-7786 ∙ W: www.drdeal.net


