
Dr. Steven C. Moore & Associates 
100 North Tryon Street Suite 280 Charlotte, North Carolina 28202 

Phone: 704-377-3937, Fax: 704-358-3510 

 

 

 

 

 

 

TO: ___________________________________, ____________________________ 

            (DOCTOR’S NAME)                                (OFFICE LOCATION) 

 

 

 

I hereby authorize and request the release of all previous eye exams and any 

other additional information that could be helpful in future evaluations.  

 

 
 

 

 

 DATE: __________________________ DOB: _____________________________ 

 

 NAME (PRINT): _____________________________________________________ 

 

 SIGNATURE: ________________________________________________________ 

 


