
 

 

 
 

Medical Release Consent 
 
 

I ______________________________ do authorize ______________________________ 
                   (patients name)          (doctor’s office) 
 
 
 
 
Telephone Number: ______________________________ 
 
Fax Number: ____________________________ 
 
 
To release my medical information to ___________Advanced Eye Care_____________ 

(parent/guardian name or medical facility) 
 
 
Advanced Eye Care 
 
Telephone Number: 205-942-7740 
 
Fax Number: 205-942-7940 
 
 
Signature______________________________________ 
 
Name_________________________________________ 
 
Date of Birth______________________________ 
 
Date____________________________ 
 
 

Dr. Alexia C. Vaughn and Dr. Natasha Chawla 

1628 29th Court South • Suite 101 

Homewood, AL 35209 

Phone: (205) 942-7740 • Fax: (205) 942-7940 

www.advancedicare.com 

frontdesk@advancedicare.com 

www.facebook.com/AdvancedEyeCareHomewood 


