AUTHORIZATION FOR RELEASE OF RECORDS

l, , hereby authorize the release of my records to
In Focus Optometry, Inc.

Patient Name
Date of Birth
Address
Phone Number

Additional Patients:

Name Date of Birth
Name Date of Birth
Signature Date

If you are signing as a personal representative of the patient, please describe
your relationship to the patient.

Relationship to Patient

Print Name
Signature Date
In Focus Optometry, inc. In Focus Optometry, Inc.
1375 Blossom Hill Road, #28 42 South 1st Street
San Jose, CA 95118 San Jose, CA 95113
Phone: (408) 264-1264 Phone: (408) 295-0246
Fax: (408) 264-8709 Fax: (408) 292-0507

website: www.infocusdoctors.com email: staff@infocusdoctors.com

Dr. Weyland B. Dear, OD / Dr. William L. Choi, OD / Dr. Donald D. Drenth, OD



