
Healing The Eye Wellness
Dr Edward C Kondrot, MD

2001 W Camelback Rd Suite 255
Phoenix, AZ 85015

Office: 602-631-4504
Fax: 602-864-1337

PATIENT RECORD RELEASE FORM
Please Print and fill out.

PATIENT INFORMATION:
Name:___________________________________________________________________

Street: __________________________________________________________________

City: _______________________ State: _______________ Zip Code: _____________

Daytime Phone:___________________________ Evening Phone:__________________

HOLDER OF RECORDS:
Doctor's Name: ___________________________________________________________

Address: ________________________________________________________________

________________________________________________________________________

Telephone: _______________________________Fax #____________________________

I AUTHORIZED THE RELEASE OF MY MEDICAL RECORDS TO THE ABOVE
CHECKED ADDRESS

________Visual Fields _______Results of Other test

________Fundus Photographs _______Other_____________

________Flourescine Angiogram

Patient Signature____________________________Date__________________


